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How can the Church address the real and felt psychosocial, biological, emotional, 
and spiritual needs of privileged female adolescents so that they can avoid or overcome 
eating disorders? This project will argue that churches must equip themselves to support, 
encourage, protect, and teach privileged female adolescents who suffer from eating 
disorders or who display eating disorder tendencies. The Church must come alongside the 
parents, the teachers, the coaches, and anyone who works with privileged adolescent girls. 
This project recognizes that a youth pastor will serve as an encourager and a teacher as the 
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“I’m just tired of not being good enough.” An adolescent female told me this as she 
described her daily struggles and insecurities. She had been diagnosed recently with 
anorexia nervosa, one of the three most common eating disorders.1 
Unfortunately, this girl’s struggle was not unique. I heard many similar comments 
from both adolescent females and males while working as an associate pastor of youth. 
Comments included: “And that is why I never want to have children; I have worked too 
hard for this body”; “It’s easier to throw up when I’m stressed”; “I had to get up and leave 
Sunday school [and not come back] because I just felt fat”; and “I hate eating in front of 
other people. I won’t do it.” These comments align with experiences reported in eating 
disorder memoirs. (One of the best-known memoirs from recent years is Wasted: A 
Memoir of Anorexia and Bulimia.2) 
While an obsession with food or weight may precipitate the onset of an eating 
disorder, it is often about more than that. Simply stated, eating disorders are “complex  
and badly understood.”3 They are both a medical and a psychiatric issue.4 For an  
adolescent with an eating disorder, such as this young girl, food may be merely the means 
                                                 
1 The other two most common eating disorders are bulimia and OSFED [other specified feeding and 
eating disorder] (American Psychiatric Association, Diagnostic and Statistical Manual of Mental Disorders: 
DSM-5, 5th ed. [Arlington, VA: American Psychiatric Press, 2013], 239). 
2 Marya Hornbacher, Wasted: A Memoir of Anorexia and Bulimia (New York: HarperCollins 
Publishers, 1998). 
3 C. G. Fairburn and P. J. Harrison, “Eating Disorders,” Lancet 1, no. 361 (Feb. 2003): 407. 
4 Edward J. Cumella, Marian C. Eberly, and A. David Wall, Eating Disorders: A Handbook of 
Christian Treatment (Nashville, TN: ACW Press, 2008), 37. 
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to an end: regaining some sense of control when her world feels otherwise overwhelming. 
It can be difficult to determine the precise cause of an eating disorder, because each 
person’s illness seems to be just as unique as she is. 
It is clear, though, that the number of people who struggle with eating disorders is 
steadily increasing.5 Eating disorders affect males,6 females, the young,7 and the old;8 
however, the population most influenced by this increasing trend is adolescent females. 
Most specifically, those who suffer from eating disorders are adolescent females who come 
from positions of privilege. 
Privileged adolescents can be defined as those who are seen as the most 
“advantaged,” who come from backgrounds of economic wealth, and who have access to 
education and extracurricular involvement.9 Guinzbourg states that those populations with 
the highest level of eating disorders come from Western countries and post-industrialized 
cities. “Other characteristics are gender (female), age, in particular those individuals 
between 16–23 years, the socioeconomic status (middle class and upper class), and a 
                                                 
5 E. Katherine Battle and Kelly D. Brownell, “Confronting a Rising Tide of Eating Disorders and 
Obesity: Treatment vs. Prevention and Policy,” Addictive Behaviors 21, no. 6 (1996): 755. 
6 Pamela I. Swain, ed., New Developments in Eating Disorders Research (Hauppauge, NY: Nova 
Science Publishers, Inc., 2006), 4. 
7 Michael J. Maloney et al., “Dieting Behavior and Eating Attitudes in Children,” Pediatrics 84, 
no. 3 (September 1989): 482. 
8 Justine J. Reel, ed., Eating Disorders: An Encyclopedia of Causes, Treatment, and Prevention 
(Santa Barbara, CA: ABC-CLIO/Greenwood, 2013), 17.  
9 Madeline Levine, The Price of Privilege: How Parental Pressure and Material Advantage Are 
Creating a Generation of Disconnected and Unhappy Kids (New York: HarperCollins Publishers, 2008), 14. 
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history of high educational performance (including university students).”10 While eating 
disorders may impact those in other populations, privileged adolescent females have a 
higher predisposition toward developing an eating disorder. 
Eating disorders have a profound impact on the physical, spiritual, emotional, and 
social lives of today’s adolescent females. Physically, eating disorders can have a profound 
negative and long-term impact on many of the body’s major systems. This includes, but is 
not limited to, the metabolic, cardiovascular, pulmonary, gastrointestinal, renal, 
neurological, immunological, and dermatological. Eating disorders may also affect a 
person’s core temperature, her circulation, and her ability to receive proper nutrition.11 The 
three main eating disorders—anorexia nervosa, bulimia, and OSFED12—can not only 
destroy the body, but can also cripple adolescent girls emotionally, making them feel alone 
and isolated. 
It has been shown that both “trauma and eating disorders can distance women from 
their own spirituality, which undermines a potentially important treatment resource.”13 
It [an eating disorder] is an illness that can cripple a young girl’s ability to 
get through to the world around her about how she feels. She may be 
‘locked in’ emotionally. It is also an illness that prevents young girls from 
                                                 
10 Mónica Guinzbourg, “Eating Disorders—A Current Concern: Similarities and Differences among 
the Anorexia, Bulimia, and EDNOS [eating disorder not otherwise specified, the former designation for 
OSFED] Categories,” Rorschachiana 32, no. 1 (2011): 27. 
11 Irene Cormac and David Gray, eds., Essentials of Physical Health in Psychiatry (London: The 
Royal College of Psychiatrists, 2012), 407-408. 
12 Chapter 3 of this project will discuss OSFED in more detail. (American Psychiatric Association, 
DSM-5, 353). The term “OSFED” recently replaced EDNOS with the publication of DSM-5 in 2013. Since 
the change is so recent, the two names are often used interchangeably in literature. 
13 Michael E. Berrett et al., “The Role of Spirituality in the Treatment of Trauma and Eating 
Disorders: Recommendations for Clinical Practice,” Eating Disorders: The Journal of Treatment & 
Prevention 15, no. 4 (2007): 373. 
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understanding how those they love feel about them—others are ‘locked out’ 
emotionally. It is above all else an illness of communication between the 
world inside themselves and the world outside—an illness of emotional 
communication in which they have difficulties expressing and receiving 
what matters most—their own feelings and the feelings of others.14 
Among mental illnesses, eating disorders have the greatest mortality rate. A Handbook of 
Christian Treatment presents the reality of just how high the mortality rate is for patients 
suffering with eating disorders: “It is estimated that 6% of patients with anorexia nervosa 
(AN) succumb to this illness for every decade they are sick. When we consider that this 
illness often starts in late childhood or early adolescence, this statistic becomes even more 
sobering, for it is young people who are dying from AN.”15 The reality is that many 
patients with anorexia nervosa die from a crippling mental illness before they enter into 
adulthood.16 
Often, those with eating disorders are unable to advocate for themselves and are 
therefore unable to begin seeking treatment. If a patient is in denial about her disease, she 
views herself as fat or overweight.17 This poor self-conception, coupled with a loss of 
control, leads to an inability to self-advocate and can make seeking treatment extremely 
difficult. 
                                                 
14 Bryan Lask and Rachel Bryant-Waugh, eds., Eating Disorders in Childhood and Adolescence, 
4th ed. (New York: Routledge, 2013), 4-5. 
15 Cumella, Eberly, and Wall, Eating Disorders: A Handbook of Christian Treatment, 37. 
16 Ibid. 
17 This is more common in patients with anorexia or OSFED than bulimia (Kelly Vitousek, Susan 
Watson, and G. Terence Wilson, “Enhancing Motivation for Change in Treatment-Resistant Eating 
Disorders,” Clinical Psychology Review 18, no. 4 [June 1998]: 391). 
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In particular, adolescent females who come from positions of privilege and who 
suffer from eating disorders have even less ability to advocate for themselves and seek 
treatment than a typical adolescent would. “Well-meaning parents contribute to problems 
in self-development by pressuring their children, emphasizing external measures of 
success, being overly critical, and being alternately emotionally unavailable or intrusive. 
Becoming independent, and forging an identity[,] becomes particularly difficult for 
children under these circumstances” 18 This lack of independence often means lack of 
ability to speak for herself, to act as an independent adult, and to seek appropriate help 
when needed. The inability of these privileged adolescents to become independent can 
become crippling for them later in life. 
Frequently, a need for control drives those with an eating disorder. “People with [an 
eating disorder] often feel they have little control over their lives, and that two areas in 
which they can have control are their food intake and their weight. An understandable 
reaction is to over-control food intake, with a resultant source of achievement.”19 As 
adolescents struggle, however, to try to gain control over their lives, the opposite becomes 
true. They actually lose control and become powerless. “A number of teens may decide not 
to eat as a way of gaining a sense of control over their life,” while other teens are “afraid of 
growing up and taking complete responsibility for their lives . . . not eating helps them gain 
a sense of complete control, even though just the opposite is true. As anorexia progresses, it 
                                                 
18 Levine, The Price of Privilege,10. 
19 Lask and Bryant-Waugh, eds., Eating Disorders in Childhood and Adolescence, 157. 
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takes total control.”20 An adolescent actually loses control as she progressively experiences 
more eating disorder symptoms. 
These adolescents need someone who can care for them in the midst of their 
disease. Very few safe places exist in today’s society where adolescents can go for help,21 
and very few adults are willing to step in and care for today’s adolescents. “There is little or 
no place for adolescents in American society today—not in our homes, not in our schools, 
and not in society at large. In contemporary society, therefore, we effectively ignore the 
unique needs of the group who are no longer children, yet who have not yet attained full 
adulthood. This was not always the case.”22 Those adolescents who suffer eating disorders 
must face an even more daunting hurdle: no clear-cut way to treat or manage eating 
disorders exists. 
The reality is that, although substantial advances in managing some eating disorders 
have occurred, “the goal of offering effective treatment to all individuals with eating 
disorders remains elusive.”23 In addition, very few adults have the training and willingness 
to care for adolescents with eating disorders. The Church must be willing to step into that 
void.24 
                                                 
20 Mark J. Kittleson, ed., The Truth About Eating Disorders (New York: Facts On File, 2005), 16. 
21 David Elkind, All Grown Up and No Place to Go: Teenagers in Crisis (Cambridge, MA: Da Capo 
Press, Perseus Books Group, 1998), 3. 
22Ibid. 
23 B. Timothy Walsh and Michael J. Devlin, “Eating Disorders: Progress and Problems,” 
Science 280, no. 5638 (1998): 1387. 
24 The word “Church” with a capital “C” refers to all Christians throughout the world, the entire body 
of Christ, rather than one particular denomination or congregation. With a lowercase “c,” “church” refers to an 
individual congregation set in a particular context. 
 
7 
To do so, the Church must first develop a genuine understanding of the 
psychosocial and spiritual needs of adolescents. That will mean developing an 
understanding of the developmental needs of adolescents in each stage of the adolescent 
journey: early, middle, and late.25 Specifically, it will mean looking at the developmental 
needs of privileged adolescent females. Second, the Church must develop an understanding 
of eating disorders, their symptoms, their possible causes, and various treatment options.26 
Finally, the Church must determine the best loving, theological way to care both for 
adolescents who struggle with eating disorders and for their families. This project will 
examine all of these factors, ultimately exploring how the Church can help privileged 
female adolescents avoid and overcome eating disorders by addressing their real and felt 
psychosocial, emotional, and spiritual needs. 
 
                                                 
25 Many scholars refer to the last stage of adolescence, late adolescence, as emerging adulthood. One 
scholar who uses this terminology is Arnett (Jeffrey Jensen Arnett, Adolescence and Emerging Adulthood: A 
Cultural Approach, 4th ed. [Upper Saddle River, NJ: Prentice Hall, 2010], 7). 
26 Various treatment options may include cognitive-behavioral therapy, nutritional counseling, 
interpersonal psychotherapy, family therapy, in-patient hospitalization, and drug therapy, among others 
(David M. Garner and Paul E. Garfinkel, eds., Handbook of Treatment for Eating Disorders, 2nd ed. [New 










THE PSYCHOSOCIAL DEVELOPMENT OF ADOLESCENTS 
Before the Church can help female adolescents of privilege who suffer from eating 
disorders fight for a normal life, and fight to live, it must understand who these adolescents 
are and how their psychosocial and spiritual development becomes a part of the equation. 
Simply because adults once experienced adolescence does not imply that they can 
understand what it means to be an adolescent in the culture of today. Many adults assume 
that, because they were once adolescents, they understand what teenagers should do, even 
in today’s culture. Clark warns against this in his book, Hurt 2.0: 
Over the course of this study, I encountered people in a variety of settings 
and occupations who functioned as if adolescent life is the same as it was 
when they were that age. In two conversations [people] prefaced their 
comments regarding my study by saying, “When I was in High 
School . . . .”The deeper I got into the changes that had occurred, the more I 
wondered whether most these committed, caring people have seen 
adolescent life only through their own historical filters. I am now convinced 
that everyone who works directly with adolescents needs to be trained and 
made aware of how different things are today than even a few years ago.1 
                                                 
1 Chap Clark, Hurt 2.0: Inside the World of Today’s Teenagers (Grand Rapids, MI: Baker 
Academic, 2011), 198. 
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Clark speaks to the idea that it is very different to be an adolescent in 2015 than it was even 
five years ago. The culture is changing rapidly and so is developmental reality for 
adolescents. 
The History of Adolescence 
The culture of adolescence has changed dramatically over the last decade, but in 
general, change is not new for the age group. The term “adolescence” is itself a social 
invention. “There is, in fact, nearly universal support for the idea that adolescence as we 
know it was a cultural invention of Western society that was first noticed around 1900.” 2 
Adolescents, as they are known today, did not exist before the turn of the twentieth century. 
This does not mean that adolescent behavior did not exist in earlier times. However, such a 
stage of development was not recognized or understood. One well-known and documented 
example of this would be Saint Augustine. In his autobiography, Confessions, he describes 
his life during his teens and early twenties as a time when he was a reckless, impulsive, and 
pleasure seeking. He drank to excess, lived extravagantly, had sex indiscriminately, and 
fathered an illegitimate child. He lived the life of “storm and stress” that Hall defined in his 
work years later.3 
In earlier times, life had only two recognized seasons: childhood and adulthood. 
This project will follow John Santrock’s definition of adolescence. He calls it the “period 
                                                 
2 Clark, Hurt 2.0, 7. Fasick was so intrigued by this idea that he wrote an entire article to that effect 
(Frank A. Fasick, “On the ‘Invention’ of Adolescence,” Journal of Early Adolescence 14, no. 1 
[February 1994]: 20). 
3 G. Stanley Hall, Adolescence: Its Psychology and Its Relations to Physiology, Anthropology, 
Sociology, Sex, Crime, Religion and Education (New York: D. Appleton and Company, 1904). 
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of transition from childhood to adulthood.” Santrock goes on to define adolescence 
specifically as beginning at “between eleven to thirteen years of age and ending at eighteen 
to twenty-one years of age – the exact time period depending on such factors as the 
theoretical view adopted, the surrounding culture, biological factors, and the adolescent’s 
social development.”4 When his book was published in 1981, these ages were accurate. 
Since then, the period of adolescence has lengthened, starting earlier and ending much 
later. However, the basic definition of adolescence has remained; adolescence is the period 
of transition from childhood to adulthood. 
The generally accepted beginning date for the formal study of adolescence is 1904, 
when Hall published the two-volume work, Adolescence: Its Psychology and Its Relations 
to Physiology, Anthropology, Sociology, Sex, Crime, Religion and Education. Hall’s work 
covered a number of topics, including growth norms, language development, diseases of 
childhood, hygiene, juvenile crime, lying, showing off, bashfulness, fear, curiosity, and 
friendship.5 For the purposes of this project, the most relevant claim he made is that, during 
this unique period of development, adolescents go through a time of storm and stress.6 In 
different terms, Hall expressed this same idea later in his book by writing, “the curve of 
despondency starts at eleven, rises steadily and rapidly till fifteen, then falls steadily till 
                                                 
4 John Santrock, Adolescence (St. Louis: Wm. C. Brown Company Publishers, 1981), 28. 
5 B. R. Hergenhahn and Tracy B. Henley, An Introduction to the History of Psychology, 7th ed. 
(Boston: Wadsworth Cengage Learning, 2013), 340. 
6 Jeffrey Jensen Arnett, “G. Stanley Hall’s Adolescence: Brilliance and Nonsense,” History of 
Psychology 9, no. 3 (2006): 186. 
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twenty-three.”7 This state of despondency is what Hall was referencing when he mentioned 
a time of “storm and stress.” 
Influenced by Charles Darwin’s recapitulation theory, Hall initiated the child study 
movement and redirected the ways in which scholars looked at the study of children.8 
Recapitulation theory “assumes that the physical life and its expression in the individual 
develops from birth onward through a series of stages more or less clearly corresponding to 
those through which early man and his ancestors are supposed to have passed.”9 Building 
on his work with recapitulation theory, Hall also published The Contents of Children’s 
Minds Upon Entering School and created a new research method that enabled 
psychologists and other professionals to realize a deeper understanding of the 
developmental stages of children. 10 Instead of studying one child at a time, he decided to 
study trends in children’s behavior by using a program of questionnaire studies.11 
Ultimately, the child study movement “made studying children a priority in science, easing 
the way for a scientific vision of childhood and adolescence by psychologists, psychiatrists, 
                                                 
7 Hall, Adolescence, vol. 2, 77. 
8 Santrock claims that “Hall applied the scientific, biological aspects of Darwin’s views to the study 
of adolescent development. He believed that all development is controlled by genetically determined 
physiological factors” (Santrock, Adolescence, 11). 
9 D. E. Bradbury, “The Contribution of the Child Study Movement to Child Psychology,” 
Psychological Bulletin 34, no.1 (Jan. 1937): 27. 
10 Joshua B. Garrison, “Ontogeny Recapitulates Savagery: The Evolution of G. Stanley Hall's 
Adolescent” (PhD diss., University of Indiana, 2006), 1. 
11 Jeanne Brooks-Gunn and Anna Duncan Johnson, “G. Stanley Hall’s Contribution to Science, 
Practice and Policy: the Child Study, Parent Education, and Child Welfare Movements,” History of 
Psychology 9, no. 3 (August 2006): 247. 
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and other professionals.”12 Hall made great strides to bring attention to both children and 
adolescents. 
Unfortunately, Hall’s research method turned out to be “error prone.”13 However, 
Hall did start a new phase of research by opening the door to a new way of thinking. He 
later had “more success in founding Clark University and the school’s department of child 
psychology,” which helped lead the nation in research and training in the field of child 
psychology.14 Hall’s work also coincided with the start of the child welfare movement. At 
the turn of the twentieth century, many families still needed children to help provide an 
income. “While conditions varied, it is clear that many of 1900’s 6-million plus working 
youngsters were being deprived of a genuine childhood. They marched off to work 
half-awake and might be too exhausted at night to eat dinner.”15 The government, however, 
saw the need to protect these children and give them the opportunity to play and go to 
school. Hall’s research focused on the fact that developmental context can have an impact 
on growth trajectories. He wrote about the importance of programs for youth, especially 
those involving games and exercise. Hall also talked about the reasons for juvenile 
delinquency, including bad homes, unhealthy infancy, and crowded slums.16 
                                                 
12 Brooks-Gunn and Johnson, “G. Stanley Hall’s Contribution,” 247. 
13 David Elkind, The Hurried Child: Growing Up Too Fast Too Soon, 25th anniversary ed. 
(Cambridge, MA: Da Capo Press, Perseus Books Group, 2001), 5. 
14 Ibid. 
15 Noel Jacob Kent, America in 1900 (Armonk, NY: M.E. Sharpe, Inc., 2002), 84. 
16 Brooks-Gunn and Johnson, “G. Stanley Hall’s Contribution,” 254. 
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The turn of the century was a significant time, and Hall’s work contributed to that. 
He set the stage for other scholars and psychologists to build on his efforts.17 Meanwhile, 
the child welfare movement was removing children from the workforce and placing them 
in the classroom. In 1870, America had 160 public high schools. By 1880, it had 800, and 
by 1902, 6,318 schools were educating 541,130 pupils.18 As the nation built high schools, it 
enacted laws on child labor and compulsory education. In 1887, twenty-four states had 
compulsory education laws. By 1918, all of the states had compulsory education laws. 
The age for which education was compulsory gradually increased over the years 
until, by 1950, “most of the statutes provided for compulsory education from age six or 
seven typically to sixteen, and in a few instances seventeen or eighteen. These laws 
generally provided for attendance for the entire school year, usually 180 days.” 19 During 
this period, the population of the United States tripled. However, the number of students 
attending school was rising at a faster rate than the population as a whole. Students in 
secondary schools increased by a multiple of almost nine, from eighty thousand in 1870 to 
seven million in 1940. Significant increases also included the number of students in 
“white” colleges and adult education programs.20 
                                                 
17 Robert E. Grinder, “The Concept of Adolescence in the Genetic Psychology of G. Stanley Hall,” 
Child Development, 40, no. 2 (1969): 355. 
18 Edwin Grant Dexter, A History of Education in the United States (London: MacMillan & Co., 
1919), 173. 
19 Richard J. Altenbaugh, ed., Historical Dictionary of American Education (Westport, CT: 
Greenwood Press, 1999), 97. 
20 Diane Ravitch, The Troubled Crusade: American Education, 1945-1980 (New York: Basic 
Books, 1985), 9. 
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For a brief period in history, adolescents and children had systems, structures, and 
laws in place that supported them. As Clark mentions in Hurt 2.0, “Until the late 1960s, 
adult-led organizations and structures were primarily focused on caring for the individual 
and corporate needs of adolescents. Youth sports, activities, education, and even religious 
movements saw each young person as a gift to be cared for and cherished.”21 School was 
not simply about teaching toward passing a standardized test, but rather about teaching 
toward intellectual, social, and moral development.22 
Both Elkind and Clark recognize that students in today’s culture feel the pressure to 
learn information simply to prepare for a standardized test. Elkind says, “Accountability 
and test scores are what schools are about today, and children know it. They have to 
produce or else.” 23 Clark offers a quote from a high school student who said, “The SOL 
[Standard of Learning] exams are the worst part of school. You can get straight A’s all year 
long, but if you fail the SOLs, you have to take the class over. It’s a lot of stress at times.”24 
Students recognize the need to perform. In many instances, they see their futures as being 
determined by nationally scored tests rather than locally operated schools. 
                                                 
21 Clark, Hurt 2.0, 15. 
22 Elkind, All Grown Up and No Place to Go, 5. 
23 Elkind, The Hurried Child, 57. 
24 Clark, Hurt 2.0, 81. 
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The school system was not the only place that provided a safe space for adolescents 
during earlier times. For a large percentage of adolescents, home was a safe and stable 
environment. Popenoe speaks to this idea by saying: 
By midcentury a higher proportion of American children were growing up 
in stable, two-parent families than at any other time in American 
history . . . . The decade of the 50s was certainly an era of high birthrates, 
high marriage rates, low divorce rates, and general family ‘togetherness’ 
and stability. Children were highly valued by their parents and their 
culture.25 
The model of a traditional family structure with two parents26 in the home gave adolescents 
a nurturing environment before sending them “into the cruel, harsh, and competitive 
outside world.”27 
The larger culture also reflected what was happening in the schools and within the 
family structure. A new youth culture had emerged. Jamieson and Roomer argue that part 
of the youth culture development was because of the development of schools. Adolescents 
were spending time in high school and college, rather than immediately entering the 
workforce. This, in their opinion, delayed the onset of adulthood. It also allowed more 
exposure to peers, which created an opportunity for a youth culture to develop.28 This 
development involved books written specifically for an adolescent audience,29 movies 
                                                 
25 David Popenoe, “American Family Decline, 1960-1990: A Review and Appraisal,” Journal of 
Marriage and Family 55, no. 3 (Aug., 1993): 528. 
26 Elkind, All Grown Up and No Place to Go, 4. 
27 Ibid. 
28 Patrick Jamieson and Daniel Romer, The Changing Portrayal of Adolescents in the Media since 
1950 (Oxford: Oxford University Press, 2008), 6. 
29 These books included the Nancy Drew series from the 1930s onward (James P. Jones, “Nancy 
Drew, WASP Super Girl of the 1930's,” The Journal of Popular Culture 6, no. 4 [1973]: 707), the Hardy 
Boys series from the 1920s onward, The Catcher in the Rye, and many others. 
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aimed at the same audience, and rock-and-roll music.30 Because of these events within the 
schools, the families, and the larger society, adolescents had a safe place to be. They had 
the time and space they needed to “adapt to the remarkable transformation their bodies, 
their minds, and their emotions were undergoing. Society as whole recognized that the 
transition to adulthood was a difficult one and that adolescents needed time and adult 
support and supervision in this endeavor.”31 
This strong sense of support and safety began to erode as early as the 1960s. The 
1960s marked an intensification of the fight for civil rights, renewed efforts toward 
women’s liberation,32 and the sexual revolution.33 These movements had both direct and 
indirect impacts on youth culture. Elkind discusses the indirect impact that the civil rights 
movement and the women’s liberation movement had in All Grown Up and No Place to 
Go. “The depictions of adolescents as immature was judged to be as demeaning as the 
portrayal of minorities as inferior and of women as dependent. Portrayals of adolescence as 
a period of immaturity and storm and stress were now seen as infantilization, an 
                                                 
30 One perfect example is Elvis Presley. He came into popularity in the mid-1950s and developed a 
huge following among adolescent females (Christopher R. Martin, “The Naturalized Gender Order of Rock 
and Roll,” Journal of Communication Inquiry 19, no. 1 [1995]: 53). Another example is Buddy Holly. 
Buddy Holly had a brief, but extremely successful, career in the 1950s. These artists were symbols of a 
completely separate youth culture that was developing, independent of the adult culture at large. Dotter 
describes the impact the artists had on the culture by saying, “the first rock stars (e.g., Elvis) were heroes for 
the young but decidedly antiheroic to adult society” (Daniel Dotter, “Growing Up Is Hard to Do: Rock and 
Roll Performers as Cultural Heroes,” Sociological Spectrum: Mid-South Sociological Association 7, no. 1 
[1987]: 25). 
31 Elkind, All Grown Up and No Place to Go, 5. 
32 Ibid. 
33 Ira Robinson et al., “Twenty Years of the Sexual Revolution, 1965-1985: An Update,” Journal of 
Marriage and Family 53, no. 1 (Feb., 1991): 216. Tom Smith recognizes that “the Sexual Revolution started 
in the early 1960s” (Tom W. Smith, “A Report: The Sexual Revolution?” Public Opinion Quarterly 54, no. 3 
[Autumn, 1990]: 415). 
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underestimation of the knowledge and abilities of young people.”34 Instead of existing to 
protect adolescents and children, society began to expect things from them. 
The women’s liberation movement and the sexual revolution had more direct 
effects on youth culture. Because of the women’s liberation movement, “a large number of 
women radically changed their ideas concerning their own goals in life and also their 
concept of male and female roles.”35 More women abandoned the traditional roles of wife 
and mother to enter the workforce. Women began to see an increase in their wages, which 
became a motivating factor for mothers to return to work and seek careers outside the 
home.36 Adolescents could no longer depend on having two parents at home: a father who 
worked and a mother who tended to the affairs of the house. 
In fact, the idealized concept of the American family began to shift during this time. 
From 1963 to 1974, the divorce rate doubled,37 and a larger number of children were born 
out of wedlock.38 Some obvious positive outcomes resulted from the women’s liberation 
movement. Santrock claims that “employed mothers usually have higher levels of 
self-esteem and satisfaction with their lives than full-time homemakers.”39 This in turn had 
a positive impact on adolescent girls as they grew up with a positive female role model. 
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Santrock also claims, based on his 1981 research, that “daughters of working mothers are 
generally more independent and have higher achievement aspirations than daughters of 
nonworking mothers.”40 
Despite these positive outcomes, the traditional nuclear family structure weakened. 
These changes affected children and adolescents. Popenoe speaks to this by saying, “as the 
marital tie has weakened in many families, so also has the tie between parents and children. 
A large part of the history of childhood and adolescence in the twentieth century is the 
decline of parental influence and authority, and the growth in importance of both the peer 
group and mass media.”41 The birth control pill, which the Food and Drug Administration 
first licensed in 1960, gave the women’s liberation movement a boost.42 The pill gave 
women and their partners the right to choose when to have children,43 and it gave women 
the freedom to have sex. The “pill” became extremely popular44 because it gave women the 
freedom to explore their sexuality both inside and outside of marriage without the risk of 
unwanted pregnancy.45 
The direct impact of the sexual revolution on youth culture had serious 
consequences. Sex became more accessible to teens, and as a result, the media available to 
them and targeted at them began to change. The time when adolescents and children were 
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protected and seen as innocent had ended. Adolescents had to make adult decisions without 
the maturity or guidance to handle the responsibility that came with those decisions. 
Society expected them to “confront life and its challenges with the maturity once expected 
of the fully grown, but without any time for preparation and with little adult guidance.”46 
Adolescents were essentially given adult responsibility without the necessary nurturing. 
Defining Adolescence 
As these changes were taking place within the family structure, the very idea of 
adolescence was also changing. Children were going through the process of puberty earlier 
than they had in previous years. “From the early 1800s to the mid-1950s, menarche 
occurred at increasingly younger ages in the United States.”47 Santrock, in an almost 
tongue-in-cheek fashion, makes the following proposition in Adolescence: “Imagine a 
toddler displaying all the features of puberty—a three-year old girl with fully developed 
breasts, or a boy just slightly older with a deep male voice. That is what we will see by the 
year 2250 if the age at which puberty arrives keeps getting younger at its current pace.”48 
While Santrock recognizes that this will not happen, his words emphasize that the age of 
puberty onset has been steadily declining. 
As children are experiencing puberty at an increasingly younger age, adolescents 
are taking longer to individuate fully and enter adulthood.49 No longer can adolescence be 
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regarded as a single stage sandwiched between childhood and adulthood. Rather, it has 
become a lengthy process defined by three unique developmental stages. 
Early Adolescence 
The first stage of adolescence is known simply as “early adolescence.” The 
beginning of early adolescence can be marked by the start of puberty. Puberty brings about 
a wide range of hormonal, physical, and psychosocial changes for both boys and girls. The 
hormonal changes can be described very simply: “rise of gonadotropins followed by the 
rise of gonadal secretions at ages 10 to 16 years.”50 Some of the physical changes include 
sexual maturation, changes in body composition, and rapid skeletal growth. 
Girls will have breast development and the onset of menarche. Boys will begin to 
experience testicular enlargement and the growth of pubic hair. Both girls and boys will 
experience the skeletal growth that is one of the most striking characteristics of puberty. 
Both boys and girls will develop lean body mass, and girls in particular will develop more 
fat mass.51 The psychosocial changes include a myriad of things such as self-esteem.52 
Some of these hormonal, physical, and psychosocial changes are noticeable; some are not. 
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These developmental changes happen at different times and at various 
developmental stages for different people.53 Because it is often difficult to measure exactly 
when puberty begins, especially for boys, it has become standard to define the beginning of 
puberty as the onset of menarche in girls. Research shows that “among young people in 
industrialized counties the first pubertal events may occur as early as age 8 in girls and age 
9 or 10 in boys, or as late as age 13.”54 Based on this, early adolescence usually begins 
around the age of ten or eleven, and ends around the age of fourteen or fifteen.55 
Several key markers separate those in early adolescence from other adolescents. In 
general, early adolescence is a stage in life characterized by “much change:”56 change in 
familial relationships, change in peer relationships, change in body chemistry, and often a 
change in schools, as there is a transition from elementary school to middle school or junior 
high. Puberty can be a cause of storm and stress for an adolescent as her body morphs and 
changes very quickly. “For girls, the physical change of puberty (increased body fat, breast 
development) conflict with the ideal body physique of Caucasian Western culture.”57 This 
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is coupled with an “increasing self-awareness about fitting into the peer group, and an 
orientation toward romantic relationships.”58 One example would be an adolescent girl who 
is experiencing the development of fat for the first time in her life. During adolescence, fat 
deposits appear “beneath the skin, in the breasts, and over the hips.”59 An adolescent girl 
who continues to eat the same amount of food will ultimately gain weight, simply because 
her body is beginning to change. “This is the adolescent girl’s dilemma. She may wish to 
remain thin or to become thin, because cultural norms expect her to be thin. If she chooses 
to become and remain thin, she has to learn new eating habits that provide a balance 
between her energy input and her energy needs (output).”60 These physical changes can 
change the way in which an early adolescent must function to maintain her daily routine 
and can have a drastic impact on her mood, life outlook, and the way she interacts with the 
world. 
It is not just an adolescent girl’s body that begins to change at puberty. Puberty also 
affects her self-esteem and body image. “It is these changes around first menstruation, 
including weight gain, that are accompanied by a loss of confidence and a decrease in 
self-esteem among young women. Not only is their opinion of their body appearance 
poorer, but their overall self-esteem is lower.”61 As early adolescents experience changes in 
their bodies and self-esteem, they will also see changes in their most significant 
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relationships, beginning with their familial relationships. Young children are completely 
dependent on their parents; adolescents seek autonomy. Early adolescence is only the 
beginning of the change towards autonomy. Unable to work and unable to drive, early 
adolescents will still be physically dependent on parents and adults for several more years. 
Emotionally and psychosocially, they are striving toward independence. Findings show a 
dramatic decline for time spent with family, with older students reporting half as much time 
with their families as younger students.62 The role of parents and the influence of the family 
diminish during early adolescence, though they are by no means eradicated.63 As this 
“pulling away” occurs, the peer group becomes “increasingly significant” as the primary 
socializing context.64 
It is not until the start of early adolescence that abstract thought emerges. 
Remschmidt acknowledges this as one of the many significant psychological and 
psychosocial changes that happen at the beginning of early adolescence. He identifies the 
rest as being: 
the growing ability of absorbing the perspectives or viewpoints of others, an 
increased ability of introspection, the development of personal and sexual 
identity, the establishment of a system of values, increasing autonomy from 
family and more personal independence, greater importance of peer 
relationships of sometimes subcultural quality, and the emergence of skills 
and coping strategies to overcome problems and crises.65 
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This is not a skill that adolescents develop overnight; they are just beginning to move 
beyond their childish concrete thinking, where “objects have to represent ‘things’ or ‘ideas’ 
for solving problems. Abstract thinking enables us to think hypothetically about the future 
and assess multiple outcomes.”66 The average early adolescent will still rely heavily on 
concrete thinking, but will begin to develop early moral concepts.67 
Mid-Adolescence 
The second stage of adolescence is appropriately named “mid-adolescence.” Those 
in this stage range from approximately fourteen or fifteen years of age to approximately 
nineteen or twenty years of age. Clark explains in his book Hurt why this is a crucial age 
group to study.68 
The first reason he gives is that while they are still years away from being 
individuated as adults, mid-adolescents enjoy many adult rights and privileges that come 
with responsibilities and consequences. Their ability to articulate is still limited. As Clark 
describes, “they are fully capable of penetrating and insightful dialogue regarding a variety 
of topics and issues, but when it comes to applying the conclusions reached during these 
discussions to a relationship or social reality, especially in a different social context, they 
cannot reach the same connection.”69 A mid-adolescent holds onto childish 
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self-centeredness, but still has the legal authority to drive a car, vote (in some situations), 
and make other adult decisions. 
The second reason Clark identities is that, for many mid-adolescents, the idea of 
college and a career can seem far away. The hope of having a career seems less realistic 
than it did for many of their predecessors. The final reason Clark gives for the importance 
of studying this group is that mid-adolescents have the ability to think abstractly. They can 
engage in deep, meaningful discussions about their lives, their hopes, and their fears. 
Unlike early adolescents, they are better able to articulate their sense of the world.70 
In his book, Clark identifies some unique qualities that set those in mid-adolescence 
apart from those in any other period of adolescence. For example, mid-adolescents live in 
what Clark describes as the “world beneath.”71 Briefly stated, the “world beneath has its 
own rules of relating, moral code, and defensive strategies that are well known to 
mid-adolescents and are tightly held secrets of their community.” 72 The world beneath 
came to be out of necessity, because adolescents felt they could not trust the adults in their 
lives. What began as a youth culture has become youth in their own world. It is because of 
this world beneath that scholars speak of mid-adolescents as living in “layers.” Their 
“home base” is in the world beneath where they feel comfortable around their peers.73 
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When they have to leave the safety of that world, they put on another face. For a 
mid-adolescent, leaving the world beneath is an “entry into a layer of living that is ordered 
and controlled by an adult.”74 The world beneath is the one place adolescents feel free to be 
themselves. 
As early adolescents enter mid-adolescence, they continue to develop the ability to 
think abstractly. They are also increasingly capable of thinking hypothetically and applying 
formal logic. “Thinking becomes more relative and less absolute, as well as more 
self-reflective. Adolescents also become increasingly capable of considering an extended 
time perspective rather than being tied to the here and now.”75 This segment of the 
adolescent development is poorly understood, but is desperately in need of the attention of 
the adult community, particularly the Church community. 
This age group is important to understand both as it relates to the issue of eating 
disorders and as it relates to the changing landscape of adolescents in general.76 Abraham, 
in her study of eating disorders, makes the point that, by the age of fifteen or sixteen, 
“young woman may commence dieting for shorter or longer periods, with about a quarter 
of those who diet doing so ‘seriously.’ ”77 While it is more difficult to pinpoint an actual 
average age of onset for anorexia, bulimia, and EDNOS due to a wide variety of causes, 
both internal and external, adolescence is a time when struggles with eating disorders 
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become even more prevalent. On average, by the age of 18, “a minority of adolescent 
women who are having serious problems with eating, body shape, and body weight may try 
more extreme methods of weight control, such as fasting for a day or two, to try to reduce 
their weight quickly, or trying self-induced vomiting and laxative abuse. These more 
serious behaviors usually first occur by the age of 22.” 78 
Mid-adolescents are searching for a “safe place.”79 This need for a safe place drives 
them away from adults who seem untrustworthy and toward their peers.80 This often means 
that, “during mid-adolescence, peers have more influence on adolescents than family and 
parents do.”81 Mid-adolescents have found their safe place in the world beneath, with 
others in a similar developmental place. 
Late Adolescence 
The third and final stage of adolescence is appropriately named “late adolescence.” 
The trend among scholars, including Arnett, is to refer to this period as “emerging 
adulthood.”82 Arnett defines emerging adulthood as being marked by five characteristics: 
“the age of identity explorations, the age of instability, the self-focused age, the age of 
feeling in-between, and the age of possibilities.”83 While these characteristics do mark the 
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behavior of a typical eighteen- to twenty-five-year-old, as a whole, the term “emerging 
adulthood” is inappropriate. 
The period of adolescence cannot be given a strict end date. No one can deny that 
students in this stage of adolescence are facing and struggling with the questions of 
individuation. The life-task of an adolescent is individuation. Clark addresses this idea in 
Hurt 2.0 by saying: 
The emerging adolescent, embarking on a new journey in development, 
seeks to assert his or her distinctiveness and move toward an internal locus 
of control, while at the same time remaining relationally connected as an 
ongoing member of the family system and the community. While there is no 
standardized definition of the term, individuation has, for many, become the 
central issue of the adolescent process and therefore the overall motivating 
task of adolescence.84 
The three main areas of growth with which all adolescents must wrestle involve identity, 
autonomy, and belonging.85 The Church must recognize that late adolescents are indeed 
still adolescents. They still need the love and support that those in early and 
mid-adolescence require. Clearly, this support can be manifested in different ways, but the 
Church would be abandoning this age group if it labeled them as adults and sent them on 
their way. The goal of working with late adolescents is to treat them as adults, but lead 
them as adolescents. The Church must never forget that late adolescents are still in the 
midst of the storm and stress. 
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Adolescent Psychosocial Development Today 
No biological change signals the end of the adolescent journey. No magical age and 
no crowning achievement mark crossing the bridge into adulthood. Every adolescent will 
go through the process of individuation at a different pace, largely dependent on the social, 






THE SPIRITUAL DEVELOPMENT OF ADOLESCENTS 
As adolescents develop psychosocially, their spiritual needs also grow and change. 
As detailed in Chapter 1, society has abandoned adolescents psychosocially in many ways. 
That abandonment makes adolescent spiritual development more difficult. 
Adolescent spirituality, even more than spirituality as a whole, has recently become 
a subject of study. “The source of this interest varies considerably. For example, some 
people—particularly those within religious communities—worry that the beliefs, narratives, 
and commitments of the world’s religious traditions are not adequately taking root in young 
people’s lives.”1 Understanding the spiritual needs of adolescents requires greater 
understanding than the recent secular effort to discover and understand childhood and 
adolescent spirituality can provide. The Church must understand adolescent spiritual 
development before it can address eating disorders adequately. An eating disorder is a 
holistic problem. It has been recognized as a mental illness with “biological and 
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environmental factors that can have an impact an adolescent girl’s psychosocial 
developmental, physical and mental health, and spiritual development.2 
Adults with strong religious convictions, especially devout Christians, have shown 
an interest recently in trying to understand the spiritual needs of children and adolescents. It 
may be because they have seen a dramatic change in the religious convictions of today’s 
American adolescents. 
For Christians, faith means cleaving to the person, the God-man, of Jesus 
Christ, joining a pilgrim journey with other lovers and following him into 
the world. Christian formation invites young people into this motley band of 
pilgrims and prepares them to receive the Spirit who calls them, shapes 
them, and enlists them in God’s plan to right a capsized world . . . . But such 
a consequential faith—faith that grows by confessing a creed, belonging to a 
community, and pursuing God’s purpose and hope—is not the faith that 
most American teenagers seem to have. The faith most teenagers exhibit is 
a loveless version that the NSYR [National Study of Youth and Religion] 
calls Christianity’s ‘misbegotten step cousin,’ ‘Moralistic Therapeutic 
Deism,’ which is supplanting Christianity as the dominant religion in 
American churches.3 
Adolescents see religious participation as they would see participation in a sports team or a 
math team. They view it as an extracurricular activity, as “a good, well-rounded thing to 
do, but unnecessary for an integrated life.”4 As an adolescent is considering what to do, 
how to fill her time, the question the Church must ask is not, “how can we keep young 
people in church?”5 but rather, “does the church matter?” 
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Sadly, the Church seems to be increasingly irrelevant. Biblical history records the 
questions still asked by youth today. “Ancient youth like Jacob and Esau grew up at a time 
when questions like ‘Who were my people? Why am I here? What gives my life meaning 
and coherence?’ were answered, literally, by the faith of their fathers, not by theories of ego 
development. Yet these questions of belonging, purpose, and ideology remain at the core of 
human identity . . . .”6 Now, these are not seen as issues of faith, but rather as solely 
psychologically questions. 
This is especially unfortunate because, as discussed in Chapter 1, adolescents today 
feel abandoned and therefore isolated and alone. This abandonment encompasses both the 
notion of “systemic abandonment” that includes those “external systems originally 
designed to nurture, protect, and help shape a unique adolescent” and “the loss of safe 
relationships and intimate settings that served as the primary nurturing community for 
those traveling the path from child to adult.”7 Both types of abandonment have severe 
consequences for adolescents: abandonment not only contributes to the extension of 
adolescence, but it also tells adolescents that “they are on their own, for ‘aloneness’ is the 
enduring result of abandonment.”8 As the rest of society, including families, schools, and 
larger institutions, abandons adolescents, it could be a time when churches step in to help 
nurture their spiritual and faith development. 
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This, however, has not been the case. Churches, and the members of churches, have 
only contributed to the abandonment of adolescents. While churches and parachurch 
organizations will be less agenda-driven than the majority of organizations an adolescent 
interacts with, the Church still represents “a huge, often faceless[,] organization . . . . Kids 
perceive us as being more committed to getting them to participate in our events and trips 
than to them as individuals . . . . They simply do not trust the adults who run programs.” 9 
As Dean describes the situation, “American young people are, theoretically, fine with 
religious faith—but it does not concern them very much, and it is not durable enough to 
survive long after they graduate from high school.”10 Adolescents do not, as a whole, trust 
the Church because they see it simply as another organization with an agenda. 
Adolescent Spiritual Development Today 
Smith and Denton look at the idea of spirituality in adolescents in their book, Soul 
Searching: The Religious and Spiritual Lives of American Teenagers. They come to the 
following conclusion: 
Most U.S. teens have a difficult to impossible time explaining what they 
believe, what it means, and what the implications of their beliefs are for 
their lives. Many say they simply have no religious beliefs. Others can 
articulate little more than what seem to be the most paltry, trivial, or 
tangential beliefs. And others express beliefs that are, from the official 
perspectives of their own religious traditions at least, positively erroneous. 
Religion seems very much a part of the lives of many U.S. teenagers, but for 
most of them it is in ways that seem quite unfocused, implicit, in the 
background, just part of the furniture. For very many U.S. teens, religion is 
important but not a priority, valued but not much invested in, praised but not 
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very describable. Out distinct impression is that very many religious 
congregations and communities of faith in the United States are failing 
rather badly in religiously engaging and educating their youth.11 
It is not that adolescents today shun their familial religious traditions. They do take 
ownership of those traditions, but they do not make it a priority in their lives as past 
generations have. Clark and Powell support this idea by saying, “spiritual growth seems 
much slower and more erratic for most young disciples than even a few years ago. Even 
those kids who are deeply committed to Jesus Christ often seem to have gaping holes in the 
way they live out their faith compared to adolescent disciples of the past.”12 They are not 
able to articulate the beliefs that they espouse as their own. 
This is a place where tremendous growth can and must take place. Systematic 
abandonment is a widespread cultural problem. The Church must make a difference for 
adolescents and realize that “in a world that has abandoned them, the church is their 
home.”13 Individual congregations have a role to play, and parents have a role to play in the 
spiritual development of adolescents. 
The Role of Parents 
“The evidence clearly shows that the single most important social influence on the 
religious and spiritual lives of adolescents is their parents.”14 This may be surprising 
because, as discussed in Chapter 1, it is during adolescence, particularly mid-adolescence, 
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that peers begin to exert more influence than do parents. “Throughout the adolescent years, 
individuals tend to steadily increase in affiliation with peers (time spent with friends rather 
than family).”15 Still, it is parents who introduce their children to religion. As a result, the 
National Study of Youth and Religion found that most U.S. teenagers follow in their 
parents’ footsteps when it comes to religious tradition. “Contrary to popular opinion, 
teenagers tend to go along with the religious beliefs and level of commitment of their 
parents, not necessarily because they buy into it, but because they don’t consider religion 
worth arguing about.”16 It is parents who define morality and religion and, from an early 
age, teach their children not what to believe, but how to believe. 
Just as parents teach their children language skills and how to interact with others, 
parents teach the fundaments of belief and faith. Belief and faith will serve as the 
groundwork from which those children will later begin to understand the complexities of 
the Christian faith, as they begin to develop the ability to think more complex and abstract 
thoughts. Not all parents, or parents-to-be, will feel prepared for this task. Dean points out 
that many adults “lack confidence in articulating, much less teaching, their own faith.”17 As 
much as they may want to pass on their faith traditions and beliefs to their children, they 
may lack the ability to articulate what they believe themselves, much less articulate it so 
that a developing adolescent could understand and take ownership of that faith. This is why 
Westerhoff recognizes that, ideally, “all parents should establish themselves within a loving 
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and healthy church congregation that can support them as they journey through the 
complexities of parenthood.”18 A congregation can support parents as they take on the task 
of raising children. 
The reality is that not all families will be established in a congregation. The even 
larger reality is that not all adolescents will be a part of a traditional family. The traditional 
definition of the family used to involve a mother, a father, and their biological offspring. 
That definition is no longer valid. Very few children still live within the “traditional” 
structure. Many live with just their mothers, and some live with just their fathers. Some do 
not even know “one or both of their parents. The words divorce, separation, abandonment, 
and abuse” are now permanent parts of the vocabulary when it comes to the discussion of 
family.19 Clark, in Hurt 2.0, makes the startling claim that “not only is there no longer a 
family, but is has become a word that allows for the justification, meaning and structure of 
whatever situation adults find themselves in.”20 The realities of step-parents, live-in 
boyfriends, remarriages, and homosexual relationships complicate the definition of family. 
The Role of the Church 
As previously mentioned, research suggests that adolescents are willing to engage 
in religious traditions that support the level of commitment their parents demonstrate. 21 
Smith and Denton comment on this idea by saying that, “American youth actually share 
                                                 
18 Diana R. Garland, Family Ministry: A Comprehensive Guide (Downers Grove, IL: InterVarsity 
Press, 1999), 21-23. 
19 Walt Mueller, Youth Culture 101 (Battle Creek, MI: Zondervan, 2007), 41. 
20 Clark, Hurt 2.0, 105. 
21 Dean, Almost Christian, 201. 
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much more in common with adults than they do not share, and most American youth 
faithfully mirror the aspirations, lifestyles, practices, and problems of the adult world into 
which they are being socialized.”22 It is not surprising then that data show a decline in 
church participation for adults as well as for adolescents. 
Church attendance is not necessarily tied to vibrant faith. In recent years, as 
technology has allowed for increased communication outside of the traditional church 
setting, people “attend movies, read books, and participate in religious chat rooms, all of 
which are diminishing religious bodies’ direct influence on religious consumers.”23 
However, even in today’s technology saturated culture, church attendance is often a 
byproduct of vibrant faith. 
Christians will choose to attend church for many reasons. Among these are finding 
support and encouragement among others of like mind, and continuing to learn more about 
their beliefs and traditions.24 One study states: “Attendance is the most widely used 
measure of religiosity. Regular attendance (usually defined as weekly attendance) has 
declined sharply over the past 50 years for mainline Protestants.” 25 Here too the data are 
equivocal. 
                                                 
22 Smith and Denton, Soul Searching, 191. 
23 Mara Einstein, Brands of Faith: Marketing in a Commercial Age ([New York: Routledge, 
2008), 6. 
24 Robert Joseph Taylor and Linda M. Chatters, “Church Members as a Source of Informal Social 
Support,” Review of Religious Research 30, no. 2 (Dec 1988): 193. 
25 Barry A. Kosmin and Ariela Keysar, eds., Secularism & Secularity: Contemporary International 
Perspectives (Hartford, CT: Institute for the Study of Secularism in Society and Culture, 2007), 62-64. 
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A number of factors have contributed to the decline in active church participation 
among adults. Church is no longer relevant for an increasing percentage of the population. 
As church programs, services, and traditions no longer meet the needs of families, couples, 
and young adults, other activities compete with churches for time, talents, and resources. 
As the culture has become more secular in nature, the Church has also had to compete with 
economic factors. One study found that the repeal of “blue laws” in cities and states 
“substantially increases the opportunity cost of religious attendance by offering alternatives 
for work, leisure, and consumption.” To support this assertion, this same study looked at 
four major Christian denominations over the past forty years and found a significant 
decline in religious participation—specifically “less time at church and lower religious 
contributions”26 While no single reason explains this decline, several trends in our culture 
contribute to declining religious participation. 
Sunday mornings are a popular time for children’s soccer practice.27 Adults, college 
students, and even adolescents face increasing pressure to be at work on Sunday morning. 
In addition, many working families see Sunday mornings as a “free” time—a time not to 
have a schedule, a time without the obligation to be anywhere. 
This is where church congregations have the unique opportunity to step in and help 
adolescents as they grow and develop in their faith journeys. Religious organizations, such 
as churches, are in the unique position to “embrace youth, to connect with adolescents, to 
                                                 
26 Jonathan Gruber and Daniel M. Hungerman, “The Church versus the Mall: What Happens When 
Religion Faces Increased Secular Competition?” Quarterly Journal of Economics 123, no. 2 (May 2008): 832. 
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strengthen ties between adults and teenagers. This could only be good for all involved. But 
it will not happen automatically. It will require intentionality and investment”28 Churches, 
however, have been no different from mainstream culture in contributing to the 
abandonment of adolescents. This has affected adolescent spiritual development. 
Some scholars blame the decline of Sunday school and the traditional system of 
Christian education for this lack of spiritual development. “Since 1957 when Life magazine 
dubbed the Sunday school hour the most wasted hour of the week, increasing number of 
church persons have admitted that their educational ministries are less than adequate for the 
day.”29 While it is important to realize Christian education makes a great number of 
“imaginative, important and relevant”30 contributions to the Christian tradition and to the 
lives of adolescents, church influence is incredibly limited if this is the only model of 
education, teaching, and instruction being used. This school-instructional paradigm is 
antiquated because it fails to take into account the changing developmental needs of 
adolescents. 
For an adolescent to understand that God’s love is real and true, only part of that 
teaching and learning can take place in a classroom. For an adolescent to accept that God’s 
love is real, and for her to be willing to adopt that belief and be willing to carry it with her 
into adulthood, she must be shown God’s love. Powell and Clark present surprising data 
showing that even those kids who grew up in church were not “sticking” with their faith. 
                                                 
28 Smith and Denton, Soul Searching, 264. 
29 John H.Westerhoff III, Will Our Children Have Faith? rev. ed. (Harrisburg, PA: Morehouse 
Publishing, 2000), 1. 
30 Ibid., 6. 
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They reported “that 40 to 50 percent of kids who graduate from a church or youth group 
will fail to stick with their faith in college.”31 They go on to say that “only 20 percent of 
college students who leave the faith planned to do so during high school. The remaining 
80 percent intended to stick with their faith but didn’t.”32 Their data demonstrate that 
church attendance in high school does not guarantee that a student has developed an 
authentic, lasting faith. 
To help an adolescent develop such a faith, every adult who passes that 
thirteen-year-old girl in the hallway of the church must model the message of love that is 
taught in Sunday school. The sixty-five-year-old member of the congregation who makes 
the choice to greet that girl at the door, and thank her for coming instead of criticizing her 
for wearing jeans, must reinforce that same message. An eighteen-year-old mid-adolescent 
girl may not feel comfortable in the context of a Sunday school classroom, or even in the 
context of a church building. That does not mean she cannot be taught or be shown the love 
of Christ. 
Powell and Clark point out that the goal in youth ministry is not to bring students to 
a church building: 
Most of us in youth ministry see the goal of making disciples in terms of 
getting students to come to our events and meetings, teaching them 
information about what to believe, and ‘challenging’ them to behave as we 
think a Christian should behave. But expecting students to show up to 
follow our agenda can actually push them away from the true target of 
youth ministry. Our current practice of adolescent discipleship rarely 
focuses on the central goal of going to youth with love and acceptance, and 
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Kids (Grand Rapids, MI: Zondervan, 2011), 15. 
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then inviting them into the greater body of Christ where they will be loved, 
trained, and nurtured as lifelong followers of Jesus.33 
The central goal will always be to introduce adolescents to a lifelong relationship with 
Jesus Christ. The spiritual life and development of an adolescent is the top priority. A 
church worship service, program, or event is never the top priority. 
The Role of Culture and Peers 
As previously mentioned, parents have the most influential role in adolescent faith 
development and choice of religious affiliation. That does not mean, however, that the 
surrounding culture and peers do not play a part. Roehlkepartain et al. reference several 
scholars who claim that peers have a greater influence on the adolescent faith journey than 
do parents: “not only did friends’ faith modeling and faith dialogue account for more 
variance in adolescent religious belief and commitment, but the modeling of and dialogue 
with friends about faith actually mediated the influence of parents on religiosity.”34 
Cultural and peer influences are often subtle, and can be either positive or negative. The 
removal of blue laws provides one example of a negative cultural influence because 
shoppers are no longer restricted to shopping during “after-church” hours.35 
As Dean was conducting her research for Almost Christian, she was shocked to find 
that, for a “striking number of teenagers, our interviews seemed to the first time any adult 
had asked them what they believed, and why it mattered to them.”36 The reality is that God 
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34 Roehlkepartain et al., Handbook of Spiritual Development in Childhood and Adolescence, 316. 
35 Gruber and Hungerman, “The Church versus the Mall,” 832. 
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and the Church are not central to the lives of the majority of adolescents. “Teenagers tend 
to view God as either a butler or a therapist, someone who meets their needs when 
summoned (‘a cosmic lifeguard,’ as one youth minister put it) or who listens 
nonjudgmentally and helps youth feel good about themselves.”37 God has either been 
moved to the periphery or plays a nonessential role. 
The Loss of a Christian Metanarrative 
In years past, a Christian metanarrative affected adolescent cultures in the United 
States. This was perhaps most obvious on Sundays,38 but it extended to other days of the 
week. The loss of this Christian metanarrative, coupled with the abandonment of 
adolescents, has left adolescents not only trying to find their way through the process of 
individuation, but also trying to answer questions for themselves about the nature of God. 
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AN INTRODUCTION TO EATING DISORDERS 
Anorexia nervosa is a disorder associated with the difficulties of eating, 
together with weight and shape concerns. But it is much more. It is an 
illness that can cripple a young girl’s ability to get through to the world 
around her about how she feels. She may be ‘locked in’ emotionally. It is 
also an illness that prevents young girls from understanding how those they 
love feel about them—others are ‘locked out’ emotionally. It is above all 
else an illness of communication between the world inside themselves and 
the world outside—an illness of emotional communication in which they 
have difficulties expressing and receiving what matters most—their own 
feelings and the feelings of others.1 
Anorexia is a complex psychiatric disorder, claiming the lives of up to one-fifth of 
its chronic victims, primarily through cardiac arrest and suicide.2 For those who do survive, 
it is often a lifelong battle, as they must face fears of gaining weight and body-image issues 
while constantly battling their own emotions. Anorexia, bulimia, and OSFED are terrifying 
diseases for those who struggle with them, and it is imperative to understand what they are, 
what the potential causes are, and how to treat these complex, life-threatening illnesses 
most effectively. 
                                                 
1 Lask and Bryant-Waugh, eds., Eating Disorders in Childhood and Adolescence, 4-5. 
2 Arnold, Decoding Anorexia, 7. 
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A 2011 survey, cited by the National Comorbidity Survey Replication Adolescent 
Supplement, involved a nationally representative sample of 10,123 adolescents ranging 
from thirteen to eighteen. It used face-to-face interviews to gather information about 
adolescents who struggle with eating disorders, the average age of onset, and pertinent 
related information. “Five eating disorder diagnoses were ascertained: anorexia nervosa 
(AN), bulimia nervosa (BN), binge eating disorder (BED), sub-threshold AN (SAN), and 
sub-threshold BED (SBED) . . . . That is, the rates of AN, BN, BED, SAN, and SBED were 
0.3%, 0.9%, 1.6%, 0.8%, and 2.5%, respectively.”3 Overall, this was similar to findings 
from recent years. The median ages for onset of anorexia nervosa, bulimia nervosa, binge 
eating disorder, and sub-threshold binge eating disorder were about twelve to thirteen.4 
What was alarming about the findings of this study, however, was not the age of onset or 
the percentage of adolescents who struggle with eating disorders, but rather, the strong 
connection between eating disorders and suicidal tendencies. A strong connection existed 
between eating disorders among adolescents, functional impairment, and suicidality. Most 
teenagers who had a diagnosis of anorexia nervosa, bulimia nervosa, or binge eating 
disorder in the past twelve months reported significant impairment (97, 78, and 63 percent, 
respectively). In particular, bulimia nervosa and sub-threshold anorexia nervosa were 
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associated with suicide plans, and bulimia nervosa and binge eating disorder were 
associated with suicide attempts.5 
Historical Perspective 
In her book Decoding Anorexia: How Breakthroughs in Science Offer Hope for 
Eating Disorders, Arnold describes how a young girl named Kate “begged for forgiveness 
to be relieved from the burden of starving herself. But these prayers weren’t answered.”6 
From her initial description of this girl, it would be easy to assume that Kate was a 
twenty-first century adolescent, but “Kate” in fact represents Saint Catherine of Siena who 
died in 1380 at the age of thirty-three after a period of extreme fasting and subsequent 
malnutrition. Her illness was not called anorexia nervosa, but anorexia mirabilis, because 
her motivation was faith. The extreme starvation was considered “miraculous.”7 
Her illness began when she was fifteen.8 Not surprisingly, that is close to the 
average age of onset of an eating disorder in today’s culture.9 Saint Catherine was the 
twenty-fourth child born to her parents and had been mentored by one her older siblings, 
Bonaventura. When the appropriate time came, as Saint Catherine was approaching 
                                                 
5 Sonja A. Swanson et al., “Prevalence and Correlates of Eating Disorders in Adolescents: Results 
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6 Arnold, Decoding Anorexia, 7. 
7 Ibid., 8. 
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Nervosa,” International Journal of Eating Disorders 19, no. 3 (1996): 222. 
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puberty, Bonaventura, along with her mother, helped search for an appropriate husband for 
Saint Catherine. 
Bonaventura, however, had marital troubles of her own. It is reported that, to 
reform her “dissolute husband,” she purposely stopped eating. Though the strategy 
succeeded in terms of reforming her husband, she failed to live a healthy and successful life 
afterward, and she died in childbirth shortly thereafter while Catherine was still fifteen.10 
Catherine began to struggle significantly after that. Her mother continued to try to 
find a suitable husband for her, but Catherine saw these efforts as vain. In fact, she 
interpreted Bonaventura’s death as a punishment for her own vanity.11 Instead of searching 
for a husband, she made her first vow to perpetual virginity. Her feelings and need for 
solitude only intensified in 1363 when her younger sister passed away. At that time, she 
began a three-year-long period of solitude and silence, and confined her intake to only 
bread, water, and raw vegetables.12 
Saint Catherine continued to restrict her diet for years. Bell describes Saint 
Catherine’s diet in the following way: “if so much as a bean remained in Catherine of 
Siena’s stomach, she vomited.”13 At the end of January 1380, Saint Catherine suffered two 
days of seizures, which left her temporarily unable to move or speak. By the end of 
                                                 
10 Bemporad, “Self-Starvation Through the Ages,” 222. 
11 Gerald Parsons, The Cult of Saint Catherine of Siena: A Study in Civil Religion (Burlington, VT: 
Ashgate Publishing Limited, 2008), 6. 
12 Ibid. 
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February, she was so weak, she did not have the use of her legs. She eventually died from 
malnutrition on the twenty-ninth of April 1380.14 
Many remember Saint Catherine as a holy girl who was “docile and uncomplaining, 
even servile, and to many[,] her accomplishments are considered to be ‘magnificent.’ ”15 
For those who have seen an adolescent go through this very same struggle, it is hard to see 
Saint Catherine’s accomplishments as magnificent. For those who have watched their own 
child, or a student in their youth group, struggle with anorexia nervosa, bulimia nervosa, or 
OSFED, it would be tempting to classify Saint Catherine’s actions as distressing, 
unexplainable, or all too familiar. 
Anorexia Nervosa 
In 1873, centuries after Saint Catherine’s death, English physician Sir William Gull 
was the first to use the term anorexia nervosa.16 The word anorexia is derived from the 
Greek word αόρεξη.17 The literal translation is “without an appetite.”18 
Bulimia Nervosa 
Unlike anorexia nervosa, which has a long history, bulimia is a twentieth century 
Western phenomenon.19 Scholars do recognize that bulimic tendencies existed long before 
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bulimia was officially defined and classified as a disease. Occasional references in early 
literature seem to indicate the idea of bulimia. One such reference is in the twenty-first 
edition of Dunglison’s A New Dictionary of Medical Science, which was published in 
1833. Dunglison uses the word in the following manner: “Boulimia – from ox and hunger. 
It is sometimes seen in hysteria and pregnancy; rarely under other circumstances.”20 It 
would not be until 1979, however, when Gerald Russell published “Bulimia Nervosa: An 
Ominous Variant of Anorexia Nervosa” in the journal Psychological Medicine that bulimia 
nervosa was named and recognized as a common problem facing young women.21 
OSFED 
OSFED is an even newer diagnosis. It is still not considered an “officially 
recognized” eating disorder in the same way that anorexia nervosa and bulimia nervosa are. 
OSFED is not “officially recognized” simply because it “does not have a set of specific 
diagnostic criteria.” Rather, it has a “list of example OSFED subtypes. There are actually 
no specific exclusion criteria for OSFED, which requires only that the subclinical eating 
disturbance results in function impairment, and that can be difficult to define.”22 Rather, 
OSFED is “a catchall category that includes a wide range of eating disturbances that cause 
distress and impairment but do not meet the specific criteria for anorexia, bulimia, or binge 
                                                                                                                                                 
19 Iain C. Campbell,“Eating Disorders, Gene-Environment Interactions and Epigenetics,” 
Neuroscience and Biobehavioral Reviews 35 (2011): 784. 
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eating disorder.”23 As mentioned previously, earlier editions of the Diagnostic and 
Statistical Manual of Mental Disorders did not use the term “OSFED.” Instead, those 
editions used the term “EDNOS.” In the fourth edition, the definition of EDNOS was as 
follows: “The EDNOS category is for disorders of eating that do not meet criteria for any 
specific eating disorder.” Since the name has changed so recently, the two acronyms are 
often used interchangeably in literature, both referring to the same disorder.24 EDNOS was 
considered too “long and nonspecific,” and as a result, it was changed from EDNOS to 
OSFED in the fifth edition.25 
Other Eating Disorders 
Other recognized eating disorders include binge eating disorder, pica, rumination 
disorder, and avoidant/restrictive food intake disorder.26 Binge eating disorder was 
originally introduced in 1994 as a provisional eating disorder diagnosis. In an article in the 
Annual Review of Clinical Psychology, Striegel-Moore looks at the particularities of binge 
eating disorder, and whether or not the DSM-5 should include it as a distinct eating 
disorder.27 The essential feature of binge eating disorder is “recurrent episodes of binge 
eating that must occur, on average, at least once per week for 3 months (Criterion D). An 
                                                 
23 Thomas and Schaefer, Almost Anorexic, 43. 
24 American Psychiatric Association, Diagnostic and Statistical Manual of Mental Disorders: 
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‘episode of binge eating’ is defined as eating, in a discrete period of time, an amount of 
food that is definitely larger than most people would eat in a similar period of time under 
similar circumstances.”28 Appendix A provides a complete list of the binge eating disorder 
diagnostic criteria. 
Hartmann discusses the specifics of pica.29 The “essential feature of pica is the 
eating of one or more nonnutritive, nonfood substances on a persistent basis over a period 
of at least 1 month that is severe enough to warrant clinical attention. Typical substances 
ingested tend to vary with age and availability and might include paper, soap, cloth, hair, 
string, wool, soil, chalk, talcum powder, paint, gum, metal, pebbles, charcoal, or coal, ash, 
clay, starch, or ice.”30 The DSM-5 lists four diagnostic criteria for pica, as shown in 
Appendix B. 
Appendix C lists the four diagnostic criteria for rumination disorder.31 The main 
diagnostic feature of avoidant/restrictive food intake disorder is “avoidance or restriction of 
food intake (Criterion A) manifested by clinically significant failure to meet requirements 
for nutrition or insufficient energy intake through oral intake of food.”32 Appendix D 
contains the complete list of the diagnostic criteria. 
                                                 
28 American Psychiatric Association, DSM-5, 350. 
29 Andrea S. Hartmann et al., “Pica and Rumination Disorder in DSM-5,” Psychiatric Annals 42, 
no. 11 (November 2012): 426. 
30 American Psychiatric Association, DSM-5, 330. 
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While these eating disorders do cause problems among certain populations of 
adolescent girls, the three most prominent eating disorders are anorexia nervosa, bulimia 
nervosa, and OSFED. Le Grange and Lock comment that anorexia nervosa and bulimia 
have received the most research attention in terms of the impact they have had on the 
adolescent population, but OSFED is actually the “most common eating disorder diagnosis 
in clinical settings.”33 Patients who do not manifest all the symptoms of anorexia or 
bulimia, but manifest disordered eating behaviors, will be diagnosed with OSFED, catching 
a larger percentage of the population in this category. 
Understanding Eating Disorders 
Anorexia has the longest history of the three eating disorders, and it has the 
misnomer of being the most “glamorous” of the eating disorders. One article said that 
anorexia has fashionable and glamorous associations, but that no such “gloss” attaches to 
bulimia.34 Like bulimics, women and girls who struggle with OSFED can feel a similar 
stigma concerning their diagnoses. Those who have OSFED often feel “invalidated” by 
their diagnosis, feeling as if they “are not quite ‘sick enough’ ” for a diagnosis of anorexia 
nervosa or bulimia nervosa.35 
The reality is that all three eating disorders impact adolescent girls in today’s 
culture, and all three can have devastating health, psychological, spiritual, and social 
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consequences at “whatever number on the scale.”36 Each of these disorders can be fatal if 
not properly treated. Arnold addresses this issue by saying that even though patients with 
anorexia were underweight, “whereas those with bulimia and EDNOS were normal weight, 
mortality was similar across groups. Over the eight to twenty-five-year follow-up period, 
5.2 percent of EDNOS patients died, compared to 4.0 percent of those with anorexia and 
3.9 percent of individuals with bulimia.”37 Patients with all three eating disorders must be 
treated with the appropriate amount of concern because of the potential risk of fatality. 
To help adolescents survive, overcome, and flourish as they battle eating disorders, 
it is essential that the Church understand what eating disorders are and what they are not. 
As evidenced by Saint Catherine of Siena’s struggle with anorexia, certain religious rituals, 
traditions, and ideas can be intertwined with an eating disorder. However, an adolescent 
and her family cannot begin to navigate through the spiritual and religious implications 
until they understand what is happening to the adolescent’s physical body. 
Saint Catherine struggled with an eating disorder over five hundred years ago, but 
her story has serious and practical implications today as adolescents struggle with anorexia, 
bulimia, and OSFED with increasing regularity. First, her story clearly shows that eating 
disorders can be fatal. Additionally, Saint Catherine’s story illustrates that, while this is a 
disease that can be intertwined with religious traditions, other cultural and biological 
factors may also be involved. 
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Saint Catherine was not the first one in her family to use starvation as a means to an 
end. Her sister Bonaventura used starvation to influence her husband. Saint Catherine used 
starvation as a part of her religious piety. It would be interesting to examine what part of 
Saint Catherine’s disease was learned through the culture around her and what part of her 
disease was due to her genetic makeup. Research in the last few years has shown that the 
risk of having an eating disorder could be increased because of “early exposure to poor 
nutrition, an obesogenic environment or to stressors which promote adaptive epigenetic 
changes which are maladaptive later in life because of a changed environment.”38 
Understanding the whole situation, including the possibility of epigenetic changes, is 
important. 
To help adolescents who are struggling with anorexia, bulimia, and OSFED, this 
research is vital. Eating disorders must be understood as complex diseases, and those who 
work with adolescents must understand the diagnostic criteria, the potential cultural and 
biological causes, the symptoms, and the various treatment options. 
 
                                                 






Anorexia nervosa “is a baffling, cunning disease.”1 It is a serious mental illness 
caused by biological, psychological, and environmental factors.2 Anorexia is puzzling for 
those who struggle with it, for the friends and family members of those who struggle with 
it, and for the health professionals and scientists who are trying to treat it. 
A common misconception is that someone with anorexia could eat, but is “simply 
choosing not to.”3 In reality, an adolescent with anorexia is not able to make the choice to 
eat. This is why anorexia is defined as an illness; anorexics “literally can’t decide to pick up 
the fork and eat.”4 The simple act of eating, for an anorexic, becomes a paralyzing decision. 
Defining Anorexia 
In the last two years, as doctors have come to understand that anorexics cannot 
make this choice, they have adjusted the diagnostic criteria for anorexia nervosa. The 
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fourth edition of the Diagnostic and Statistical Manual of Mental Disorders: DSM–4, 
published in 1994, defined anorexia as an illness with symptoms including “the inability to 
maintain at least a minimally normal body weight, an intense fear of gaining weight or 
becoming fat, a disturbance in the way one’s body weight or shape is perceived, and 
amenorrhea (the absence of at least three consecutive menstrual cycles).”5 The most recent 
version of that manual, the DSM-5, published in 2013, adjusted the definition. 
The biggest change was the deletion of a specific weight requirement. The earliest 
versions of the DSM-4 required a weight loss of at least 25 percent of an individual’s body 
weight to make a diagnosis; “later versions suggest that individuals should weight just 15 
percent below their expected weight.”6 To encourage doctors and clinicians to use their 
own judgment in determining whether a patient’s weight is significantly low 
(understanding that, based on body type, not everyone will lose weight at the same rate), 
that standard has since been removed. 
In the same way, amenorrhea, the loss of menstrual periods for at least three 
months, was a symptom necessary for a diagnosis of anorexia in earlier versions of the 
DSM. This is no longer true. The standard changed mainly because all males and younger 
females who had not yet reached menarche were excluded from consideration.7 
                                                 
5 Bell, Holy Anorexia, 249. 




Anorexia nervosa now has three diagnostic criteria.8 The first is “restriction of 
energy intake relative to requirement, leading to a significantly low body weight in the 
context of age, sex, developmental trajectory, and physical health. Significantly low weight 
is defined as a weight that is less than minimally normal or, for children and adolescents, 
less than that minimally expected.”9 When children and adolescents restrict food intake, 
refusing food, they may give excuses, offering “feelings of fullness, nausea, abdominal 
pain, appetite loss and difficulty in swallowing as reasons.”10 This is a vicious, 
self-perpetuating cycle. As the brain is deprived of food, thoughts and behavior will 
become more obsessional.11 To monitor his or her weight, an anorexic will develop an 
abnormal preoccupation with weight or food. There may be a phobia of certain foods, 
along with excessive dieting, or binging or purging.12 
The second diagnostic criterion for anorexia is an “intense fear of gaining weight or 
of becoming fat, or persistent behavior that interferes with weight gain,” even though he or 
she is already at a significantly low weight.13 Many anorexics suffer with a distorted body 
image. “Some experts claim that a distorted body image – the woman perceiving the body 
as larger, wider, and fatter than it is in reality – is a specific feature of anorexia nervosa.”14 
                                                 
8 Appendix E reports all of the diagnostic criteria for anorexia nervosa. 
9 American Psychiatric Association, DSM-5, 338. 
10 Lask and Bryant-Waugh, eds., Eating Disorders in Childhood and Adolescence, 284. 
11 Abraham, Eating Disorders: Anorexia and Bulimia Care, 26. 
12 Lask and Bryant-Waugh, eds., Eating Disorders in Childhood and Adolescence, 284. 
13 American Psychiatric Association, DSM-5, 338. 
14 Abraham, Eating Disorders: Anorexia and Bulimia Care, 26. 
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Part of this is the emotional connection between weight, food, and “feeling fat.” Many 
women lose the ability to see how emaciated they are and “describe themselves as ‘feeling 
fat.’ ‘Feeling fat’ is frequently associated with feeling bad, with being worthless and 
unhappy.”15 Simply stated, women who are severely emaciated lose touch with reality. 
The third diagnostic criterion for anorexia nervosa is “disturbance in the way in 
which one’s body weight or shape is experienced, undue influence of body weight or shape 
on self-evaluation, or persistent lack of recognition of the seriousness of the current low 
body weight.”16 In her book, Decoding Anorexia: Is My (or My Loved One’s) Relationship 
with Food a Problem?, Arnold discusses this issue, recognizing that an anorexic person 
cannot recognize his or her own emaciation. “Someone with anorexia never looks in the 
mirror and sees themselves as thinner than they are. And they seem to feel fatter the thinner 
they get.”17 Guisinger discusses this idea in even more detail, pointing out that anorexics 
literally cannot see that they are too thin. Due to insufficient nutrition and subsequent 
hormonal imbalances in the brain, the visual cortex becomes blind to its own “body 
contours[,] while the brain region responsible for one’s body image is hyperactive, 
seamlessly filling in the blank with a fattened up version.”18 Guisinger has made it clear 
that anorexics are not capable of seeing their own potentially dangerous levels of 
emaciation. 
                                                 
15 Abraham, Eating Disorders: Anorexia and Bulimia Care, 28. 
16 American Psychiatric Association, DSM-5, 338. 
17 Arnold, Decoding Anorexia, 104-105. 
18 Shan Guisinger, “Anorexia Nervosa: A Guide for Anorexics and their Loved Ones” (paper 
presented at the International Conference on Eating Disorders, Baltimore, MD, June 2007), 2. The roles of 
biology, neurobiology, and genetics will be discussed in more depth later in this chapter. 
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Symptoms of Anorexia 
Understanding the definition of anorexia nervosa can be helpful only when, in 
practical application, an adolescent is able to recognize the symptoms and manifestations of 
anorexia. These signs and symptoms can be psychological, biological, and physiological. 
They can be simultaneously subtle and direct. Physical manifestations of anorexia will 
include everything from a dramatic weight loss to the development of lanugo (soft, white, 
downy hair on the arms and chest).19 The skin may appear both dry and yellowish. 
Anorexics may experience chronic fatigue, headaches, or dizziness. They may develop 
anemia and experience a decrease in body temperature and blood pressure.20 
Behavioral signs are also associated with anorexia. Many anorexics prefer to eat 
alone and exercise strenuously to burn off calories.21 Anorexics may cut their food into tiny 
pieces and chew each bite repeatedly. It is common for people who struggle with eating 
disorders to have an obsession with food; they may enjoy cooking for others, but refuse to 
eat the food themselves.22 There may even be a shift toward a vegetarian lifestyle or a 
newly developed food allergy.23 
                                                 
19 Steven Gerali, What Do I Do When Teenagers Struggle With Eating Disorders? (Battle Creek, MI: 
Zondervan, 2010), 33-36. 
20 Ibid. While only a medical professional can determine these last physical conditions, it is 
important to understand their symptoms. For example, the symptoms of anemia include extreme fatigue and 
weakness. 
21 D. M. Garner and Paul E. Garfinkel, “The Eating Attitudes Test: An Index of the Symptoms of 
Anorexia Nervosa,” Psychological Medicine 9, no. 02 (May 1979): 278. 
22 Ibid. 
23 Cumella, Ederly, and Wall, Eating Disorders: A Handbook of Christian Treatment, 34. 
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Finally, anorexia has psychological signs. This could be as simple as a 
magnification of perfectionist tendencies and obsessive-compulsive disorder (OCD) 
behavior that has always been a struggle for that particular adolescent. Researchers have 
found a strong genetic link between OCD and anorexia. Many anorexics will already 
manifest OCD tendencies, but these can intensify as they develop as obsession with food, 
weight, and caloric intake. Arnold comments on the association between the two diseases 
by saying that high levels of serotonin have been found in the brains of both those who 
have recovered from anorexia and those who struggle with OCD. “Brain imaging studies of 
people with either anorexia and or OCD found specific abnormalities in the basal ganglia, 
which are crucial in learning and the formation of habits. The two disorders also seem to 
have a significant overlap in genetic risk factors.”24 Anorexia may also manifest itself in a 
lack of concentration or a sudden withdrawal from family and friends. 
These signs and symptoms, whether physical, behavioral, or psychological, are 
important and require treatment. Anorexia is a potentially life-threatening illness,25 and it is 
much more effective to treat anorexia in its early phases than it is to wait until the disease 
has become more severe. The idea of catching anorexia in the early stages is so important 
that “researchers at the University of Sydney have suggested that anorexia should be 
labeled in stages, much like cancer (which is categorized from stage 1 to stage 4), so that 
milder and short-lived forms of the illness can be identified and treated before they become 
                                                 
24 Arnold, Decoding Anorexia, 72.  
25 Appendix F provides a complete list of these signs and symptoms. 
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the opposite: severe and chronic.”26 The goal would be to treat a patient when she first 
demonstrated signs of disordered eating—before she was diagnosed with anorexia or 
bulimia, or even with OSFED. 
Causes of Anorexia 
The DSM-5 has set a standard for how to recognize a patient with anorexia nervosa, 
but the reasons an adolescent develops anorexia are still in question. Research points to 
both cultural and biological causes. Arnold recognizes that it is important to understand 
both the “efforts of nature and nurture.”27 Without understanding both nature and nurture, 
any attempt to understand the causes of eating disorders will be incomplete. 
Campbell identifies more than 30 risk factors for anorexia nervosa and bulimia 
nervosa. For anorexia nervosa, these include “obstetric complications, childhood feeding 
and sleeping problems, high levels of physical exercise, over-anxious parenting, obsessive 
compulsive personality (OCP) traits, perfectionism and negative affect/self-evaluation.”28 
Shared risk factors for these eating disorders include “dieting, media exposure, body image 
dissatisfaction, and weight-related teasing.”29 Some of the easiest potential sources to 
blame are overanxious and overinvolved parents or a dysfunctional family unit.30 Problems 
                                                 
26 Thomas and Schaefer, Almost Anorexic, 48. 
27 Arnold, Decoding Anorexia, 6. 
28 Campbell, “Eating Disorders, Gene-Environment Interactions and Epigenetics,” 785.  
29 Ibid. 
30 Arnold uses the term “overactive” parents here. Some scholars who see eating disorders, primarily 
anorexia, as having their roots firmly in biology debate this idea. Arnold talks about the “myth of etiology.” 
She claims it is a myth that “people with anorexia have over-controlling and over-bearing parents, and they 
need to find their voice and assert their needs, and empower themselves” (Arnold, Decoding Anorexia, 136). 
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with parents and family can contribute to an adolescent’s disordered eating. Societal 
pressures from outside the family unit may also be contributing factors. 
The need to be in control may result from a number of factors that are making life 
spin out of control: a traumatic life event, family dysfunction, or uncontrollable social 
problems. In situations where she has no control over her surroundings, an adolescent 
female may develop feelings of inadequacy; she may resort to reckless behavior. “Eating 
and exercising can be a way of refocusing the teen’s attention from the trauma.”31 
Traumatic life events may include sexual abuse, the loss of a loved one, or moving to a new 
place or school. In all these situations, adolescent girls may feel out of control, victimized, 
or vulnerable. Food then becomes a distraction. Food can refocus the adolescent away from 
the change and give her a sense of being in control. 
Having a dysfunctional family may in fact be one manifestation of this type of 
stress.32 This was the topic of an entire study done by Emma Back. She examined family 
relationships, especially how the mother-daughter relationship impacts “adolescent girls’ 
eating habits and can either protect against or enhance the risk for eating problems.” While 
her study did have limitations, she found that “the early parent-child relationship may have 
long-term consequences for the development of healthy or unhealthy eating habits later in 
life.”33 This can happen to adolescents who have overly controlling and overprotective 
parents. It can just as easily happen to adolescents who are neglected. 
                                                 
31 Arnold, Decoding Anorexia, 22-23. 
32 Emma Back, “Effects of Parental Relations and Upbringing in Troubled Adolescent Eating 
Behaviors,” Eating Disorders: The Journal of Treatment and Prevention 19, no. 5 [2011]: 424.  
33 Ibid., 419. 
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Adolescents “may also engage in an eating disorder in an attempt to distance 
themselves from their parents, seek attention, or escape the feelings of being ignored or 
abandoned.”34 Major life transitions may cause adolescents to develop an eating disorder. 
Change can produce to an overwhelming sense of fear. Normal life changes such as 
puberty, the transition from middle school to high school, and issues of autonomy may 
cause identity problems and confusion for adolescents. “As a result, teens will turn to 
eating as a way of comforting and satiating the fear or overcoming change.” 35 Quickly, 
eating becomes a coping skill rather than a source of fuel. 
Media may also contribute with their ever-present reminders of societal standards 
for beauty. While some scholars claim that media cannot be the main sources blamed for 
eating disorders in today’s adolescent population,36 it is impossible to deny the impact that 
media have had on youth as well as adults. “Recent research has demonstrated that media 
images of ‘ideal’ female models have an impact upon women's body image, leading to 
dissatisfaction and perceptual distortion.”37 In part, this can be attributed to the sheer 
volume of media to which students are exposed. “All in all, average children are actually 
exposed to eight hours and 33 minutes of media content per day, and they’re packing that 
into less than six and one-half hours of time.”38 This means that, as adolescents spend an 
                                                 
34 Gerali, What Do I Do When Teenagers Struggle With Eating Disorders?, 23. 
35 Ibid. 
36 Abraham, Eating Disorders: Anorexia and Bulimia Care, 13. 
37Julie Shaw and Glenn Waller, “The Media's Impact on Body Image: Implications for Prevention 
and Treatment,” Eating Disorders: The Journal of Treatment and Prevention 3, no. 2 (1995): 115. 
38 Mueller, Youth Culture 101, 80. 
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increasing amount of time exposed to the media every day, they have less time to spend 
with their families or on homework. 
While media are not the only cause for any specific behavior (i.e., an eating 
disorder or acting out of violent tendencies), media can have “life-shaping” power.39 
Mueller details two reasons for this. The first reason recognizes that adolescence is a time 
of uncertainty and change, and media help identify and define both a reality and a road map 
for adolescents who are living without direction. 
Mueller details a second reason that media can have life-shaping power by saying, 
“youth need the media for guidance and nurture in a society where other social institutions, 
such as the family and the school, do not shape the youth culture as powerfully as they 
once did.”40 In the midst of the systematic abandonment that is so prevalent when parents, 
teachers, and other adults have abdicated their roles as appropriate mentors, media have 
assumed the role of teacher. Media are allowed to define worldview.41 
The bottom line, fashion, and success drive popular media. Adolescent girls see 
thinness, rather than health, as the standard of beauty. Sexuality is flaunted, and a woman is 
not taught to value her body. 
Media play a powerful role in shaping the behavior of adolescents. Mueller makes 
the point that “whether we realize it or not, what we see, hear, and experience in and 
                                                 
39 Mueller, Youth Culture 101, 82. 
40 Ibid. 
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through the media influences our behaviors.”42 Adolescents will copy the hairstyles and 
clothing styles of celebrities and strive to be thin to conform to the media-dictated “norm.” 
In Eating Disorders: Anorexia and Bulimia Care, Abraham includes a picture of a 
female body as it was portrayed in an 1840 textbook. Beside it is a picture from a current 
textbook.43 The difference between the two pictures is remarkable. The first portrays a 
woman’s body that would be considered overweight by today’s standards. It is the body of 
a middle-aged woman who is clearly voluptuous, and who, it seems, is built for 
childbearing. The second picture depicts a woman who would be considered healthy, 
slender, and in shape by today’s standards. She appears to be in her middle to late twenties. 
The two drawings display two entirely different views of beauty and illustrate that, over 
time, popular media have even had an impact on textbooks. The influence of media on 
culture is so subtle and affects so many aspects of life that it is difficult to recognize the 
scope of its reach. 
One of the largest, and potentially most overlooked, cultural causes of eating 
disorders is the systematic abandonment that was discussed in earlier chapters.44 This 
abandonment can be seen in schools, in families, and in larger national organizations. 
“Sports, music, dance, drama, Scouts, and even faith-related programs are all guilty of 
ignoring the developmental needs of each individual young person in favor of the 
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43 Abraham, Eating Disorders: Anorexia and Bulimia Care, 2. 
44 Clark, Hurt 2.0, 23. 
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organization’s goals.”45 The result of this abandonment is a generation of adolescents who 
feel lost and alone, who feel that they have to achieve and succeed to be recognized and 
validated. For an adolescent who already has a biological predisposition to an eating 
disorder, this can be a life-threatening combination. 
The beginning of adolescence, the onset of puberty, is marked by biological 
changes that play a large role in the development of eating disorders. As described in 
Chapter 2, menarche signals body changes in adolescent girls that include increased 
deposits of fat. It is not just an adolescent girl’s body that begins to change at the onset of 
puberty. It is also her self-esteem and body image. “It is these changes around first 
menstruation, including weight gain, that are accompanied by a loss of confidence and a 
decrease in self-esteem among young women. Not only is their opinion of their body 
appearance poorer, but their overall self-esteem is lower.”46 As an adolescent girl believes 
that her self-worth or value is tied to her body image, an eating disorder can offer a false 
sense of comfort and control of the emotional pain.47 
Some research supports the idea that brain changes may occur during puberty that 
impact whether or not an adolescent develops an eating disorder: 
Puberty is associated with a greater increase in fat mass in girls than in 
boys, and with it increases in leptin production, the peripheral hormone that 
provides feedback to the hypothalamus regulating weight and appetite 
(Mantzoros, 1999). This leptin-driven enhanced appetite may be one of the 
facts associated with body dissatisfaction and dieting.48 
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Leptin, along with ghrelin, is one of the most important hormones in regulating hunger and 
satiety.49 In addition to being a potential cause of anorexia, leptin plays a second role 
during the course of anorexia. Arnold explains the role of this hormone by saying that, 
during refeeding (a part of recovery), leptin levels can become higher than expected. This 
can leave a person “feeling overly full and thus makes them extra vulnerable to relapse.” 
On the other extreme, “low leptin levels have also been linked to restlessness and high 
levels of physical activity.” Arnold elaborates on this by saying that “leptin’s effects on 
anorexia are best seen in the hyperactivity that frequently accompanies the disorder.”50Not 
only does puberty increase leptin production, but it also increases the amount of estrogen 
and testosterone the body is producing. Estrogen is important for the body’s reproductive 
cycle, and it is also an important regulator of serotonin and dopamine neurotransmitter 
systems. 
These systems can be disrupted in individuals with eating disorders.51 This can be 
problematic, because “the rapid influx of sex hormones during puberty may wreak havoc 
upon these neurotransmitters, which can leave a person more vulnerable to the 
development of an eating disorder.”52 Knowing that adolescents are going through a 
developmentally difficult time, it is imperative to understand what it is going on with them 
biologically. Anorexia has been defined as a “brain-based mental illness.”53 More 
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51 Ibid., 46. 
52 Ibid. 
53 Ibid., 13. 
 
69 
specifically, in terms of its symptomatology, the “dopaminergic” transmitters are believed 
to play a central role.54 Arnold elaborates on this idea by saying that women with anorexia 
have an unusually high expression of a “dopamine transporter gene, which removes 
dopamine from the synapse, the small space between neurons across which chemical 
messages are passed.”55 She goes on to say that women with anorexia experienced 
epigenetic changes to a dopamine receptor gene that decreased the production of that 
protein.56 
Dopamine plays a critical role in the development of anorexia; it can trigger 
self-starvation and hyperactivity. Modifying the amount of dopamine that is released can 
contribute to altered “reward and affect, decision making, and executive control.”57 
Researchers believe that these changes in dopamine regulation are due to epigenetic 
changes. They have long suspected a genetic basis for eating disorders. The evidence for 
this conclusion comes from family studies, twin studies, and adoption studies.58 Only 
recently, however, has the connection been made to the possibility of epigenetics having an 
impact on anorexics. 
Epigenetic mechanisms regulate gene expression independently of DNA 
expression. In most, but not all, cases, these mechanisms produce reversible changes in 
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55 Arnold, Decoding Anorexia, 50. 
56 Ibid. 
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gene function by modifying DNA and associated histones by means of the action of small 
noncoding RNA molecules. The best understood and most stable epigenetic modification is 
DNA methylation on the cytosine pyrimidine ring.59 
Epigenetics has allowed us to see that environment does not alter gene expression 
by changing the gene itself; it changes how the gene folds. Our environment essentially 
“directs the placement of methyl and acetyl groups.”60 Much evidence supports the idea 
that epigenetics plays a role in the development of eating disorders. For example, as 
Campbell explains, “in the context of eating disorders and obesity, it is of note that fat cells 
show altered DNA methylation/gene expression in response to calorie restriction.”61 As 
previously discussed, epigenetic changes have an impact on the way in which the brain 
functions and on the amount of dopamine that is released into the body. Epigenetic changes 
can also impact the type of personality traits and thinking styles that develop. “Individuals 
with eating disorders are typically perfectionistic, obsessive-compulsive, and sensitive to 
emotional pain.”62 
A strong link exists between patients with anorexia nervosa and those with 
obsessive-compulsive personality disorder (OCPD).63 While OCD and OCPD can 
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co-occur,64 OCPD is a distinctly different diagnosis.65 OCPD involves the “presence of 
personality traits such as excessive perfectionism, inflexibility, and need for control that 
negatively impact interpersonal relationships, occupational functioning, or other important 
domains of an individual’s life.”66 People who struggle with OCD also struggle with 
obsessions, compulsions, or both. The DSM-5 recognizes that, for OCD patients, these 
obsessions and compulsions can be “time-consuming” and can generate “anxiety or 
distress.”67 These obsessions and compulsions, however, do not stop a person from 
participating in normal everyday life in the same way that OCPD does. Craighead makes a 
note that “comorbid OCPD is associated with poorer treatment outcome for OCD.”68 Those 
who are receiving good treatment, and have their OCD well managed, will most likely not 
develop problems with OCPD. 
Researchers have started looking at OCPD traits, “known collectively as an 
endophenotype, as a potential harbinger of an eating disorder.”69 An endophenotype is 
essentially a genetic epidemiology term that is used to “parse behavioral symptoms with a 
clear genetic connection.”70 Research has shown that OCPD is a good endophenotype of 
anorexia nervosa, because sufferers report these traits at the onset of illness, and they 
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“persist long after recovery.”71 To illustrate this point, British researcher Janet Treasure 
asked a group of eating disorder sufferers what they were like as children.72 She asked 
them specific questions about the following five personality traits: perfectionism, 
inflexibility, being rule-bound, expressing excessive doubt and cautiousness, and having a 
drive for order and symmetry. Two-thirds of anorexia patients reported being either 
inflexible or rule-bound, with similar numbers reporting being perfectionist.73 All of these 
traits are obsessive-compulsive personality traits, and as previously mentioned, serve as a 
good eating disorder endophenotype. 
In addition to a link between OCPD and anorexia, researchers have found that 
approximately two-thirds of people who struggle with anorexia also struggle with an 
anxiety disorder.74 Anxiety disorders include social anxiety disorder, generalized anxiety 
disorder (GAD), and panic disorder. The DSM-5 defines each: 
The essential feature of social anxiety disorder is a marked, or intense, fear 
or anxiety of social situations in which the individual may be scrutinized by 
others. In children the fear or anxiety must occur in peer situations and not 
just during interactions with adults. When exposed to such situations, the 
individual fears that he or she will be negatively evaluated.75 
Generalized anxiety disorder is excessive “anxiety and worry (apprehensive 
expectation) about a number of events or activities. The intensity, duration, 
or frequency of the anxiety and worry is out of proportion to the actual 
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likelihood or impact of the anticipated event. The individual finds it difficult 
to control the worry and to keep the worrisome thoughts from interfering 
with attention to tasks at hand.”76 
Panic disorder refers to recurrent unexpected panic attacks. A panic attack is 
an abrupt surge of intense fear or intense discomfort that reaches a peak 
within minutes and during which time four or more of a list of 13 physical 
and cognitive symptoms occur.77 
Besides an overlap in personality traits between anxiety disorders and anorexia, a 
biological connection also exists. Patients with anxiety disorders typically have high levels 
of serotonin in their brains.78 Patients with anorexia likewise show increased levels of 
serotonin in the brain.79 Kaye, Gendall, and Strober elaborate on this idea by saying “that 
elevated serotonin can also be present after recovery from AN and BN, and that there is 
elevated levels of 5-hydroxyindoleacetic acid in the cerebrospinal fluid.”80 The level of 
serotonin in the body can vary with a single meal.81 This takes place because the body 
makes serotonin using the amino acid tryptophan, which the body typically obtains from 
food. 
The average person does not have preexisting high serotonin levels. When an 
average person feels a drop in his or her level of serotonin, it feels unpleasant and 
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motivates that person to find food. Someone with anorexia and an increased level of 
serotonin will feel a bit of relief from anxiety when the serotonin level drops. This relief 
actually serves as a reward for sticking to a rigid exercise routine or diet plan.82 
Evidence also indicates that the choices parents make before the birth of their 
daughter can predispose her to developing anorexia. Something as basic as a baby’s taste 
for food can be impacted by the choices a mother makes while the baby is in the womb. For 
example, one study found that one-year-olds with heavy-drinking or alcoholic parents 
preferred to chew on toys that had an ethanol scent rather than toys that were unscented.83 
These types of findings are not surprising when viewed through the lens of 
epigenetics. A new study published by Susiajro and Bartolomei in the August 2014 issue of 
Science looks at how adverse metabolic health outcomes, either starvation or overnutrition, 
can be passed on to multiple generations.84 Researchers must continue to explore the role of 
epigenetics, but it is clear that “DNA methylantion plays an important role in nutritional 
restriction-induced developmental changes.”85 The area of epigenetics, as it relates to 
eating disorders, is a relatively new area of research. 
In years past, overprotective parenting was viewed as a cause of anorexia. Parents 
and grandparents can indeed contribute to the development of an eating disorder, but not in 
the ways previously imagined. The choices about what to eat, how to eat, and what to drink 
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can impact not only overall health, but also family members for generations to come. 
Undoubtedly, anorexia is a complicated disease with both cultural and biological causes. 
No matter the cause, however, doctors, parents, and youth workers must discover what 
treatment options are currently available. 
Treating Anorexia 
Since anorexia is a complex illness, with both cultural and biological causes, 
treatment must be multifaceted. The best treatment plan for adolescents is one in which the 
family works together with counselors and medical doctors. This plan allows the adolescent 
to tackle the biological and physical issues with medical doctors, and to identify and 
overcome the issues that led to the development of anorexia through therapy. 
Anorexia has no simple cure. However, several medications are being tested for 
their effectiveness in treating anorexia nervosa: antipsychotics, selective serotonin reuptake 
inhibitors (SSRI), and zinc supplementation. Antipsychotics have several possible benefits. 
The first is simply that one of the side effects from second- and third-generation 
antipsychotics is weight gain.86 In addition to the benefit received from this side effect, 
researchers believe that antipsychotics are significant in their own right for the treatment of 
anorexia. A 2005 open label and single blind study suggests that “atypical antipsychotics 
may be beneficial in the management of anorexia nervosa psychopathology beyond weight 
gain.”87 In the nine years since the publication of that article, research has shown that 
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dysfunction in the pathway of dopamine in the brain is crucial in the development of 
anorexia. Therefore, second- and third-generation antipsychotics, such as olanzapine and 
similar drugs, may help target the “broken metabolism that is seen to be the core of 
anorexia”88 Despite the relatively positive evidence supporting the use of atypical 
antipsychotics, many clinicians continue to urge caution. Several of the trials have been 
small, and safety information has not been well studied. 
The second type of drug, the SSRIs, works by blocking the reuptake of serotonin, 
which impacts the reuptake of either norepinephrine or dopamine.89 SSRIs are currently the 
most frequently prescribed therapeutic agent in all of medicine.90 It is more common to use 
SSRIs in the treatment of bulimia nervosa;91 however, since many adolescents who 
struggle with anorexia also struggle with depressive symptoms, OCPD, panic disorder, or 
other anxiety disorders, SSRIs have proven very effective as a part of an overall treatment 
plan. 
One final medication, just beginning to be used with anorexia patients, is zinc. 
Various studies have shown that the symptoms of a zinc deficiency are very similar to the 
symptoms of anorexia nervosa. These symptoms include “weight loss, appetite loss, 
                                                 
88 Arnold, Decoding Anorexia, 112.  
89 Janet Stringer, Basic Concepts of Pharmacology: What You Need to Know for Each Drug Class, 
4th ed. (New York: McGraw-Hill Companies, Inc., 2006), 101. 
90 Stephen Stahl, “Mechanism of Action of Serotonin Selective Reuptake Inhibitors,” Journal of 
Affective Disorders 51, no. 3 (December 1998): 215. 
91 Bertram G. Katzung, Basic and Clinical Pharmacology, 7th ed. (New York: McGraw-Hill 
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changes in taste abilities, lethargy, and depression.”92 One particular 1958 study described 
a 21-year-old Iranian male who suffered from a zinc deficiency, dwarfism, rough and dry 
skin, mental lethargy, geophagia, and iron deficiency anemia.93 The mental lethargy can be 
explained by low levels of zinc; zinc affects the functioning of several neurotransmitters 
implicated in anorexia, including gamma-amino butyric acid. 
The connection between low levels of zinc and anorexia has led clinicians to the 
conclusion that one component of anorexia treatment could include zinc supplements. The 
effectiveness of zinc supplements has been debated because, prescribed at too high a 
dosage, zinc can be toxic and the side effects may include nausea, vomiting, epigastric 
pain, lethargy, and fatigue.94 At the correct dosage, however, zinc can help increase the 
body mass index, will show no side effects, and can correct the neurotransmitters adversely 
impacted by anorexia nervosa, most specifically the gamma-amino butyric acid and the 
amygdala. 95 
These medications are not effective by themselves. They must be paired with an 
effective psychotherapy treatment plan. Many different approaches to counseling and the 
treatment of eating disorders are possible. One of the more effective methods is 
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94 G.S. Fosmire, “Zinc Toxicity,” American Journal of Clinical Nutrition” 51, no. 2 
(February 1990): 225. 
95 C.L. Birmingham and S. Gritzner, “How Does Zinc Supplementation Benefit Anorexia Nervosa?” 
Eating Weight Disorders Journal 11, no. 4 (December 2006): 111. 
 
78 
family-based treatment.96 “Studies show that the majority of patients, even those who are 
severely ill, can be treated quite successfully as outpatients provided that the parents 
participate in treatment. In this family-based treatment, parents are viewed as a resource 
rather than a hindrance.”97 This is otherwise known as the Maudsley approach. Sarah Ravin 
describes the Maudsley approach and compares it to other methods in the following 
manner: 
Here’s the way I see it. A person with active anorexia nervosa or bulimia 
nervosa is drowning in a freezing ocean. School A (the psychodynamic 
school of thought) proposes that you talk with the drowning person about 
how she is feeling and help her to explore the issues in her past that have 
gotten her into the water or interfered with her ability to swim. Once she 
develops this insight, she will swim safely to shore and avoid the water in 
the future. School B (the cognitive-behavioral school of thought) proposes 
that you send a swimming instructor into the water to teach her how to 
swim. School C (the Maudsley approach) sends a lifeboat to the drowning 
person, pulls her aboard as she is thrashing about (despite her protest and 
resistance), and rows her safely to shore. After she has been medically 
cleared and recovered from the effects of hypothermia and near drowning, 
she begins to take swimming lessons with a certified instructor. Once she 
has mastered the skill of swimming and can keep her head safely above 
water, she begins to process the experience of near drowning, she explores 
the factors that brought her into the water, and she learns the ways of 
avoiding a similar predicament in the future.98 
Family-based treatment recognizes that parents play a role in the recovery of an adolescent 
with an eating disorder; every person who successfully recovers will need a support 
system. Arnold recognizes that the reason some clinicians shy away from family-based 
treatment has to do with their own preconceived notions that overprotective parents 
                                                 
96 Family-based treatment is known to have a good long-term response rate (Arnold, Decoding 
Anorexia, 156). 
97 David Le Grange, “The Maudsley Family-Based Treatment for Adolescent Anorexia Nervosa,” 
World Psychiatry 4, no. 3 (October 2005): 142. 
98 Arnold, Decoding Anorexia, 19. 
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actually play a role in contributing to an eating disorder rather than being a part of the 
healing process. 
The Maudsley approach can be divided into three phrases. The first phase will 
typically last about three to five months.99 The goal of this first phase is weight restoration. 
This phase is also particularly characterized by “attempting to absolve the parents from the 
responsibility of causing the illness . . . . The family are encouraged to work out for 
themselves how best to help their child gain weight and eat normally.”100 It is during this 
time that parents control what their adolescents eat.101 
The second phase focuses on moving control of eating back to the adolescent. In 
this phase, all other issues that the “family has had to postpone related to eating can now be 
brought forward for review.”102 This phase should only begin, however, after the 
adolescent has reached a normal weight.103 
The third and final phase begins when “the patient achieves a stable weight nearing 
normal levels for the particular patient, the self-starvation has abated, and the exercise is at 
medically safe intensity.”104 At this time, it would be appropriate to look at any 
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co-occurring diagnoses, family issues that are yet to be resolved, and to start to address any 
normal tasks of adolescent growth and development.105 
Many other approaches to therapy and healing exist. Many are effective, while 
others quickly prove to be ineffective. Results will vary, just as the exact causes that 
contribute to an adolescent’s anorexia vary. Other types of therapeutic models may include 
group therapy,106 individual psychotherapy, and inpatient treatment. 
The key will always be to include the family and, as much as possible, to build a 
larger community of support. As much as parents want to see their child return to a healthy 
weight and normal lifestyle, they will also be overwhelmed and weary. This is where the 
larger Church community must step in to form a support system around the struggling 
adolescent and the wounded family; healing and long-term recovery can then begin to take 
place. 
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UNDERSTANDING BULIMIA AND OSFED 
Surprisingly, bulimia nervosa is harder to define and frequently less discussed than 
anorexia nervosa. In truth, however, bulimia is an extremely common disease. Kittleson 
makes the claim that “somewhere between 1 and 4 percent of females have been diagnosed 
with bulimia.”1 Other studies found that, in specific populations, the percentage of girls 
with bulimia could be even higher than 4 percent. In 1983, the International Journal of 
Eating Disorders published an article about one such study. The study gave surveys to 
1,355 college freshman and had a 98.3 percent response rate. Questions were constructed to 
elicit information that would allow identification of those respondents who would meet 
DSM requirements for a diagnosis of bulimia. (The DSM-3 was the current edition at the 
time). Among female respondents, 4.5 percent met those criteria.2 
                                                 
1 Kittleson, ed., The Truth About Eating Disorders, 22. 
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Three factors underlie bulimia: binge eating, a pursuit of extreme methods of 
weight loss, and the presence of overvalued ideas about shape and weight. The underlying 
behaviors associated with bulimia are binging and purging. For many women, binging can 
be a precursor to purging. In one article, the authors state, “First, binge eating is an 
obligatory precursor to the development of bulimia nervosa. Second, the fact that most 
individuals with bulimia nervosa begin to binge eat, on average, 2 years before developing 
compensatory purging behaviors supports the conceptualization of binge eating as an 
initiating step into the syndrome.”3 The DSM-5 gives five diagnostic criteria for bulimia. 
The first is recurrent episodes of binge eating. An episode of binge eating is characterized 
by both of the following: 
1. eating, in a discrete period of time (e.g., within any two-hour period), an 
amount of food that is definitely larger than most individuals would eat in a 
similar period of time under similar circumstances 
2. a sense of lack of control over eating during the episode (e.g., a feeling that 
one cannot stop eating or control what or how much one is eating)4 
Binging is one of the primary signs of bulimia. Binging is not simply eating too much; it 
happens when the bulimic completely loses control. Binging occurs when a girl’s resistance 
                                                 
3 Tracey D. Wade et al., “The Relation between Risk Factors for Binge Eating and Bulimia Nervosa: 
A Population-Based Female Twin Study,” Health Psychology 19, no. 2 (Mar 2000): 121.  
4 American Psychiatric Association, DSM-5, 345. 
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to eating fails.5 Normally, a person will feel full after eating a large quantity of food. This is 
not necessarily true for someone with bulimia.6 Often, a sufferer binges in secret. 
Binging and purging go hand in hand in bulimia. Most bulimics use extreme 
methods such as inducing vomiting, using excessive amounts of laxative, or using 
stimulant and “party drugs.”7 Bulimics also try to diet very restrictively to keep weight 
under control. “Between binges, bulimia nervosa sufferers try to diet rigorously and may 
try to resist the urge to binge eat, rather as an alcoholic tries to resist the urge to drink.”8 
The DSM-5 mentions purging as the second diagnostic criterion. 
The third diagnostic criterion established by the DSM-5 recognizes that, for a 
patient to be considered bulimic, she must engage in these behaviors with a certain amount 
of regularity. The fourth diagnostic criterion simply states that “self-evaluation is unduly 
influenced by body shape and weight.”9 Typical influences on self-evaluation are body size 
perception and attitude toward the body.10 The final criterion for bulimia nervosa, as 
defined by the DSM-5, is that “the disturbance does not occur exclusively during episodes 
of anorexia nervosa.”11 This last criterion is rather self-explanatory: an adolescent will not 
                                                 
5 Abraham, Eating Disorders: The Facts, 30. 
6 Kittleson, ed., The Truth About Eating Disorders, 22. 
7 Abraham, Eating Disorders: The Facts, 30. 
8 Ibid., 29-30. 
9 American Psychiatric Association, DSM-5, 345. 
10 S. Skrzypek, P.M. Wehmeier, and H. Remschmidt, “Body Image Assessment Using Body Size 
Estimation in Recent Studies on Anorexia Nervosa: A Brief Review,” European Child and Adolescent 
Psychiatry 10 (2001): 215. 
11 American Psychiatric Association, DSM-5, 345. Appendix G reports all of the diagnostic criteria 
for bulimia nervosa. 
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be classified as bulimic if all of her episodes of bulimia occur while she is suffering from 
anorexia. 
Causes of Bulimia 
The potential causes of bulimia are many. As mentioned previously, shared risk 
factors for anorexia and bulimia include “dieting, media exposure, body image 
dissatisfaction, and weight-related teasing.”12 Factors unique to bulimia are “obstetric 
complications, dieting, childhood and parental obesity, alcoholism, pubertal timing, sexual 
abuse and negative self-evaluation.”13 Society now sees dieting as a “normative practice.”14 
Yet, for several reasons, dieting may trigger bulimia. The first reason is biological. Just 
because dieting is a normal behavior, that does not mean dieting does not put the body at 
increased risk for bulimia. One study found that otherwise healthy women, who had been 
dieting for only three weeks, presented with lowered plasma concentrations of 5-HT, the 
precursor of L-tryptophan. This resulted in impaired neurotransmission from 5-HT, one of 
neurotransmitters that affects the release of serotonin.15 The evidence suggests that 
“diet-induced reduction” in synaptic 5-HT release could cause bulimic tendencies, 
binge-eating habits, and mood swings.16 
                                                 
12 Campbell, “Eating Disorders, Gene-Environment Interactions and Epigenetics,” 785. 
13 Ibid. 
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Additionally, evidence indicates that intermittent dieting during bulimia can impact 
both the central and peripheral nervous systems, as it impacts the amount of noradrenaline 
that is released.17 Both the central and peripheral nervous systems are crucial to appetite 
regulation. “Bingeing behavior is consistent with an overactivity of the hypothalamic 
alpha-noradrenergic system, an underactivity of hypothalamic serotonergic systems, or a 
combination of both defects.”18 Although significant, these are not the only systems 
responsible for contributing to the modulation of feeling, mood, and neuroendocrine 
function. Researchers report that bulimics have an increased concentration of the peptide 
YY (PYY)19 in their cerebrospinal fluid and a decreased secretion level of cholecystokinin. 
Peptide YY (PYY) is an intestinal peptide that has been advanced as a 
satiety factor. PYY belongs to the pancreatic polypeptide family, which 
includes pancreatic polypeptide (PP) and neuropeptide Y (NPY). These 
related peptides display a high sequence homology and share a common 
tertiary structure (PP-fold). PYY mRNA has been identified in the intestine 
and the pancreas, and, like many other gastrointestinal hormones, it can be 
detected in distinct brainstem neurons.20 
Respectively, these two peptides work to create an uncontrollable drive to binge and an 
increased desire to reduce intake. The imbalance of these seemingly opposite peptides 
would explain why bulimics go through periods of restricting food intake followed by 
periods of extreme binging. Dieting is not related to bulimia on a solely biological and 
                                                 
17 K. M. Pirke, “Anorexia Nervosa: Basic Mechanisms, Clinical Approaches, and Treatment,” 
Psychiatry Research 62, no. 1 (April 1996): 43. 
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chemical level. Both those who diet regularly and those with bulimia tend to have a 
negative self-image. This negative body image could be a result of media exposure, 
weight-related teasing, or simply a self-imposed desire to be thin. As a result, dieting or 
restrained eating often plays a central role in the early stages of bulimia nervosa.21 
Those who struggle with bulimia nervosa use binging and purging to fight negative 
self-image in two ways.22 First, after periods of fasting and restricted eating, people with 
bulimia nervosa will binge. This binge may “provide comfort and distraction from adverse 
emotions.”23 After a binge, a bulimic will purge. This kind of “radical compensatory 
behavior” can reduce anxiety about a possible weight gain.24 
Those who work with adolescents must be aware of several other risk factors 
unique to bulimia nervosa. One of the main risk factors is childhood sexual abuse.25 
Though the link between sexual abuse and bulimia is not fully understood, research clearly 
shows that those with a history of sexual abuse are more likely than others to turn to 
purging (using vomiting) as a means to express their negative emotions.26 
                                                 
21Todd Heatherton and Roy E. Baumeister, “Binge Eating as an Escape from Self-Awareness,” 
Psychological Bulletin 110, no. 1 (1991): 88. 
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23 Ibid. 
24 Ibid. 
25 Harrison G. Pope and James I. Hudson, “Is Childhood Sexual Abuse a Risk Factor for Bulimia 
Nervosa?” American Journal of Psychiatry 149, no. 4 (1992): 455. 
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Symptoms of Bulimia 
As with anorexia nervosa, many signs and symptoms can alert parents, siblings, and 
youth workers that an adolescent is struggling with bulimia. Some of these signs may 
involve changes to physical appearance.27 This may involve a raspy voice from continual 
vomiting to purge food after binging. Fingers and knuckles may be calloused, cut, or 
scarred from using the hands to induce vomiting. An adolescent may begin to show signs 
of dental problems caused by acid reflux. If she begins to smell like vomit, she may use 
strong perfumes, gum, and mints in an attempt to mask the smell.28 
In addition to physical signs, behavioral signs will also be evident. Bulimics can 
show tendencies toward substance abuse, whether this is abuse of alcohol, illicit drugs, or 
prescription drugs.29 While the exact causal relationship between substance abuse and 
bulimic tendencies remains undetermined30 and requires further study, research has shown 
that those with bulimic tendencies exhibit tendencies toward substance abuse. Parents and 
youth pastors must be aware and monitor these behaviors if they see signs of either bulimia 
or substance abuse. 
Michael Anestis, a clinical psychologist, reports that people with eating disorders, 
especially those who struggle with bulimia, feel emotions “more intensely than the average 
                                                 
27 Appendix H provides a more complete list of signs and symptoms. 
28 Gerali, What Do I Do When Teenagers Struggle With Eating Disorders?, 41. 
29 Dean Krahn et al., “The Relationship of Dieting Severity and Bulimic Behaviors to Alcohol and 
Other Drug Use in Young Women,” Journal of Substance Abuse 4 (1992): 341. 
30 Ibid., 350. 
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person and have fewer skills to deal with their overwhelming feelings.”31 The result of this 
can be maladaptive attempts to cope, such as binge eating, purging, and self-injury. 
Self-injury can also be a symptom of an eating disorder. Studies have estimated that 
between 25 and 40 percent of people with eating disorders engage in regular self-injuries 
such as cutting, burning, and self-hitting.32 Other behavioral signs of bulimia may include 
frequenting the bathroom after meals to purge, exercising excessively, hoarding food, or 
displaying signs of having problems with money.33 An adolescent struggling with bulimia 
may also demonstrate a strong preoccupation with body shape and weight, a negative 
self-image, and a distorted perspective of her body size and shape.34 
Treating Bulimia 
Because bulimia is a complex illness with multiple causes and contributing factors, 
it is important to understand that several different ways to treat it can be considered. It is 
possible to treat bulimia with either psychotherapy or medication, or with a combination of 
these two approaches.35 Different antidepressant medications have been shown effective in 
reducing binging tendencies and in helping treat bulimia patients. Doctors have used 
                                                 
31 Arnold, Decoding Anorexia, 77. 
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34 Ibid., 40. 
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different varieties of antidepressants, including SSRIs,36 tricyclic antidepressants,37 and 
monoamine oxidase inhibitors.38 Opinions of which is the most successful drug in treating 
bulimia vary. One study states that fluoxetine has had the best success rate, and that after 
only eight weeks on this medication, it is possible to see improvement.39 
No matter which antidepressant is used, it is more practical and effective to use 
these antidepressant medications as a part of a larger treatment regimen. Several types of 
psychotherapy have proven to be effective when used in the appropriate context; 
cognitive-behavioral therapy (CBT) and interpersonal psychotherapy (IPT) provide two 
examples.40 Cognitive-behavioral therapy encompasses treatments that “attempt to change 
overt behavior by altering thoughts, interpretations, assumptions, and strategies of 
responding.”41 When used to treat patients with bulimia nervosa, cognitive-behavioral 
therapy has three overlapping phases. In the first phase, the main goal is education. Patients 
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learn about bulimia nervosa and are given the tools to resist the urges to binge and to 
purge.42 
In the second phase, the focus on equipping the patient with tools to resist binging 
and purging continues. For example, patients will use diet records to help maintain a more 
regulated eating schedule. This phase also introduces cognitive procedures that are 
supplemented by behavioral experiments to “identify and correct dysfunction cognitions, 
and avoidance behaviors related to eating, weight, and shape concerns.”43 The last phase of 
cognitive-behavioral therapy focuses on how to maintain the new lifestyle and how not to 
relapse into bulimic behaviors once treatment is finished. 
Even without any type of medication as a supplement, cognitive-behavioral therapy 
proved to be more effective as a treatment alternative than medication without therapy. 
Improvements were significantly larger in terms of reducing binge frequency, purge 
frequency, and eating attitudes.44 Coupled with the use of antidepressants, 
cognitive-behavioral therapy is an effective form of reducing bulimic symptoms. 
A second type of therapy that has been successfully used with bulimia patients is 
interpersonal psychotherapy. Studies have shown that when compared to 
cognitive-behavioral therapy, interpersonal psychotherapy leads to equivalent, substantial, 
                                                 
42 Agras et al., “A Multicenter Comparison of Cognitive-Behavioral Therapy and Interpersonal 
Psychotherapy for Bulimia Nervosa,” 460. 
43 Ibid. 
44 Andrew C. Butler et al., “The Empirical Status of Cognitive Behavioral Therapy: A Review of 
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and lasting changes, although it takes longer to achieve its effects.45 An additional source 
comments on this idea by saying that “cognitive-behavioral therapy is significantly faster 
than IPT in ameliorating the primary symptoms of bulimia nervosa. This suggests that CBT 
should be considered the preferred psychotherapeutic treatment for bulimia nervosa.”46 
Interpersonal psychotherapy also has three stages when applied to bulimia nervosa patients. 
In the first phase, treatment consists of developing a detailed analysis of the “interpersonal 
context within which the eating disorder was developed and was maintained.”47 The goal is 
to develop an understanding of why the eating disorder began so that, in the second phase, 
the patient can make interpersonal changes in the specific areas identified. The last phase 
works toward maintaining the lifestyle changes once therapy is complete. 
All of these different forms of treatment have value. The type of treatment plan that 
doctors, counselors, and parents work together to create, will depend on the patient, the 
family of origin, and the way in which that person responds to various dosages of 
medication and types of individual, group, or family therapy. Evidence clearly supports 
that, in treating bulimia nervosa, the use of a combination of medication and behavioral 
therapy is the best way to combat this complex disease.48 
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OSFED is a catchall category and can include a wide range of eating disturbances 
that cause significant problems, but do not meet the specific criteria for anorexia nervosa or 
bulimia nervosa.49 OSFED is considered a “subclinical” eating disorder, but those with 
such a disorder, when rated on degree of eating pathology and general psychopathology 
(depression, anxiety), scored just as high as patients with anorexia. Likewise, they scored 
equally as low on measures of physical health (reduced bone density and gastrointestinal 
health) as anorexia patients.50 When compared to bulimia nervosa patients, individuals with 
subclinical eating disorders had more severe physical health problems.51 It is also important 
to recognize that having a subclinical eating disorder can predict the onset of a future 
mental health problem. 
It is critical to treat adolescents diagnosed as OSFED patients. Researchers at the 
University of Sydney have suggested that anorexia be labeled in stages much like cancer, 
“which is categorized from stage 1 to 4.”52 The idea behind this theory is that it is more 
effective to treat an eating disorders in its early stages, where milder and “shorter lived” 
forms of dysfunction can be diagnosed and treated, that it is to treat disorders that have 
become chronic and severe. The reality is that disordered eating can have serious health 
consequences—at whatever number on the scale and no matter what the official diagnosis. 
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Symptoms of OSFED 
The DSM-5 describes OSFED as being “used in situations in which the clinician 
chooses to communicate the specific reason that the presentation does not meet the criteria 
for any specific feeding and eating disorder.”53 While the DSM-5 cites no precise 
diagnostic criteria, several signs show that someone may be struggling with OSFED. The 
first is that she will have a negative body image. While a person with a positive body image 
will still experience times of normative discontent, someone with OSFED will find that her 
fear of gaining weight and her hatred of her body disrupts her life.54 
An adolescent with OSFED may also regularly restrict the amount and type of food 
she is eating. Someone without an eating disorder will eat when hungry, stop when full, 
and enjoy treats provided at special occasions. While it is normal for people to diet, 
someone who is actively restricting food intake might follow rigid rules and allow herself 
to eat only during specific times, eat only a preset number of calories, or force herself to 
stay away from “unsafe” foods, whether that be chips, white flour, or doughnuts.55 
Those with OSFED might show several behaviors, including mild or infrequent 
binging and mild or infrequent compensatory behaviors. Compensatory behaviors can 
include purging; self-induced vomiting; inappropriate use of laxatives, enemas, or diuretics; 
and excessive exercise.56 Small amounts of exercise are healthy, but exercise becomes 
excessive when a person develops a dependence on it or regards it as an obligation. 
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Exercise becomes problematic when a person cannot decrease the amount of time spent 
working out due to fear of gaining weight or when working out begins to interfere with 
other areas of life.57 
Treating OSFED 
Even though OSFED is the most common category of eating disorder seen in 
outpatient settings, very little research on treatment options has been done.58 Anorexia and 
bulimia are complex diseases and hard to classify and explain. OSFED, a catchall category, 
includes individuals who display symptoms for anorexia nervosa, bulimia nervosa, binging 
disorder, purging disorder, or night feeding syndrome. Thus, different individuals 
diagnosed with OSFED will display very different signs and symptoms. Some will exhibit 
radical weight loss, while others may be normal weight or even overweight. Thomas and 
Schaefer address that phenomenon by saying, “Research suggests that many people who 
struggle with almost anorexia are overweight, not emaciated.” Thomas and her colleagues 
recently conducted a study at a weight-loss clinic to determine what proportion of patients 
would meet criteria for an eating disorder. Because this clinic’s mission is to offer 
nutritional, psychological, and surgical support for individuals whose body mass indices 
exceed 30, the findings might surprise. In a structured clinical interview, more than 
one-third of these patients exhibited some form of disordered eating.59 
                                                 
57 Arnold, Decoding Anorexia, 118. 
58 Christopher G. Fairburn and Kirstin Bohn, “Eating Disorder NOS (EDNOS): An Example of the 
Troublesome ‘Not Otherwise Specified’ (NOS) Category in DSM-IV,” Behaviour Research and Therapy 43, 
no. 6 (June 2005): 691. 
59 Thomas and Schaefer, Almost Anorexic, 76-77. 
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Despite the differences in body mass and weight, all have one similarity. 
“Abnormalities in the regulation of the pituitary adrenal system have been implicated 
across the spectrum of eating disorders.”60 The hypothalamic-pituitary-adrenal system 
comprises a complex set of interactions and feedback loops that include the hypothalamus, 
the pituitary gland, and the adrenal gland. The system regulates bodily response to stress, 
digestion, sexuality, immune function, energy expenditure, mood, and emotions. Research 
has shown a profound “hyperactivity” of the hypothalamic-pituitary-adrenal axis among 
eating disorder patients, which can have strong implications for the short- and-long term 
mental and physical health of eating disorder patients.61 
Treatment for a patient with OSFED will be similar to that for a patient with either 
anorexia or bulimia. It will require a multifaceted approach. Medication can be used when 
co-occurring diagnoses exist or when pre-anorexic or pre-bulimic symptoms seem to 
warrant the use of medication. Medication should always be coupled with therapy. To treat 
her disease adequately, an adolescent must understand why it developed in the first place. 
She must also know that, even though she has not been diagnosed with either anorexia 
nervosa or bulimia nervosa, she has the unconditional support of her parents, teachers, 
pastors, doctors, and counselors. Arnold comments in her discussion of anorexia that it is 
often when someone reaches the point of physical health, but has not yet reached the point 
of emotional healing, that he or she feels the most isolated. Patients at this point do not look 
                                                 
60 Claaes Norring and Bob Palmer, eds., EDNOS: Eating Disorders Not Otherwise Specified: 
Scientific and Clinical Perspectives on the Other Eating Disorders (New York: Routledge, 2005), 171. 
61 Ulrike Ehlert, Jens Gaab, and Markus Heinrichs, “Psychoneuroendocrinological Contributions to 
the Etiology of Depression, Posttraumatic Stress Disorder, and Stress-Related Bodily Disorders: The Role of 
The Hypothalamus–Pituitary–Adrenal Axis,” Biological Psychology 57 (2001): 141. 
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like they have a problem and, on the outside, appear fine. This can be translated easily to 
patients with OSFED, because many girls diagnosed with OSFED never look as if they 
have an eating disorder. This often leaves them feeling alone and isolated. Arnold discusses 
this idea by saying: “But the recovery of physical health often happens much before the 
recovery of emotional health, which can leave an anorexia sufferer alone, afraid, and adrift. 
These feelings of alienation can lead to suicide attempts and other risky behaviors, such as 
substance abuse.”62 To develop a more complete understanding of OSFED, much research 
remains to be done. The same is true, of course, of anorexia and bulimia. 
Conclusion 
Chapters 3 through 5 have provided a basic understanding of anorexia nervosa, 
bulimia nervosa, and OSFED—symptoms, causes, and treatment options. Without that 
understanding, the Church cannot possibly help adolescent girls fight against these 
diseases. The next step is defining the characteristics of a population that is significantly 
impacted by eating disorders—female adolescents of privilege. Only then can we begin 
considering how the Church can help privileged female adolescents avoid and overcome 
eating disorders by addressing their real and felt psychosocial, emotional, and spiritual 
needs. 
 
                                                 











AN INTRODUCTION TO PRIVILEGE 
The three major eating disorders can affect anyone, regardless of age,1 sexual 
orientation,2 gender,3 race,4 or any other discriminating factor. Despite the fact that no one 
is immune, one group does appear to be more prone to developing eating disorders: female 
adolescents of privilege. 
Levine, in The Price of Privilege, defines privileged adolescents as those who are 
seen as the most “advantaged,” who come from backgrounds of “economic wealth, and 
who have access to education and extracurricular involvement.”5 Clark, in Hurt 2.0, also 
                                                 
1 Studies have shown that both children (Maloney et al., “Dieting Behavior and Eating Attitudes in 
Children,” 482) and the elderly (Barbara Mangweth-Matzek et al., “Never Too Old for Eating Disorders or 
Body Dissatisfaction: A Community Study of Elderly Women,” International Journal of Eating Disorders 39, 
no. 7 [Nov. 2006]: 586) are at risk for developing eating disorders. 
2 Susan E. Beren et al., “The Influence of Sexual Orientation on Body Dissatisfaction in Adult Men 
and Women,” The International Journal of Eating Disorders 20, no. 2 (Sept. 1996): 135. 
3 Devra L. Braun et al., “More Males Seek Treatment for Eating Disorders,” International Journal of 
Eating Disorders 25, no. 4 (May 1999): 415. 
4Delores D. Walcott, Helen D. Pratt, and Dilip R. Patel. “Adolescents and Eating Disorders: Gender, 
Racial, Ethnic, Sociocultural, and Socioeconomic Issues,” Journal of Adolescent Research 18 
(May 2003): 223. 
5 Levine, The Price of Privilege, 14. 
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engages in a discussion of adolescents of privilege. He recognizes that adolescents of 
privilege are aware that their lives will always be measured by externals rather than 
internals. These externals may include “how they look, adapt, and perform.”6 As a result, 
these adolescents of privilege are “conditioned to believe that they have an external 
standard and expectation they are destined to attain.”7 Adolescents of privilege are 
conditioned to focus on performance and achievement. 
All adolescents face the challenge of going through the process of individuation. 
During individuation, all adolescents must address questions of identity, autonomy, and 
belonging. Answering these questions can be even more challenging for privileged 
adolescents. Levine asks, “Why are children of privilege, in record numbers, having an 
extraordinarily difficult time completing the most fundamental task of adolescence – the 
development of autonomy and a healthy sense of self?”8 Without that healthy sense of self 
or the internal resources to help them cope, adolescents look to adults and institutions, such 
as schools, for guidance. 
For the typical adolescent, the reality is that he or she lives in a culture of 
abandonment. Healthy adult role models may not always be present, and institutions are 
often more interested in the success of the organization than the health and well-being of 
individual adolescents. The task is even more daunting for adolescents of privilege. One 
study found that teenagers in “affluent communities have significantly higher rates of 
                                                 
6 Clark, Hurt 2.0, 172. 
7 Ibid., 173. 
8 Levine, The Price of Privilege, 14. 
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depression, eating disorders, cutting, and other self-destructive behaviors, than all other 
groups of teenagers.”9 Levine identifies preteens and teens from affluent and well-educated 
families as being America’s newly identified at-risk group.10 She goes on to say that “in 
spite of their economic and social advantages, they experience among the highest rates of 
depression, substance abuse, anxiety disorders, somatic complaints, and unhappiness of any 
group of children in the country.”11 Adolescents of privilege actually struggle more as they 
move through individuation than the average adolescent. 
In relation to eating disorders, it is imperative to examine what traits an adolescent 
of privilege possesses that would make her more likely to develop an eating disorder. Only 
by understanding who an adolescent of privilege is and how she functions, can the Church 
hope to come along side her as she walks toward healing. First, an adolescent of privilege is 
an adolescent. Like all adolescents, she is going through physical and hormonal changes as 
she moves from being a child to being an adult. Her external appearance is changing as her 
body is developing fat for the first time. As mentioned previously, during adolescence, fat 
deposits will appear “beneath the skin, in the breasts, and over the hips.”12 This 
development of fat comes in conjunction with the start of menses and other physical 
changes. 
                                                 
9 Suniya S. Luthar and Shawn J. Latendresse, “Children of the Affluent: Challenges to Well Being,” 
Current Directions in Psychological Science 14, no. 1 (February 2005): 49. 
10 Levine, The Price of Privilege, 17. 
11 Ibid. 
12 Abraham, Eating Disorders: The Facts, 5. 
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Likewise, an adolescent going through puberty will experience a wide variety of 
hormonal changes. For example, “Sexual maturation occurs during puberty under the 
influence of gonadal steroid hormones (predominantly testosterone in males and estradiol 
in females).”13 The combination of physical and hormonal changes can be overwhelming. 
Adolescents often report feeling “unprepared for the profound physical, social, and 
emotional changes” that they experience.14 
A second characteristic that defines an adolescent of privilege is that she is focused 
on the external rather than the internal. This predisposes her to being concerned about her 
appearance and to early experimentation with dieting for weight control. This increased 
exposure to dieting can be a risk factor for developing an eating disorder.15 
In addition, when an adolescent is focused on her constantly changing external 
appearance as a marker of success, she is apt to be at greater risk of developing an eating 
disorder than her classmates. Studies have shown that disordered eating can be predicted 
“by self-objectification.”16 The diagnostic criteria for anorexia include “intense fear of 
gaining weight or of becoming fat, or persistent behavior that interferes with weight 
gain.”17 Likewise, the diagnostic criteria for bulimia include “recurrent inappropriate 
                                                 
13 Alan D. Rogol, James N. Roemmich, and Pamela A. Clark, “Growth at Puberty,” Journal of 
Adolescent Health 32 (2002): 195. 
14 Gerald R. Adams and Michael Ieronsky, eds., Blackwell Handbook of Adolescence (Hoboken, NJ: 
John Wiley & Sons, 2008), 24. 
15 Mary Story et al., “Demographic and Risk Factors Associated with Chronic Dieting in 
Adolescents,” Archives of Pediatrics and Adolescent Medicine 145 no. 9 (Sept. 1991): 998. 
16 Marika Tiggermann and Julia K. Kuring, “The Role of Body Objectification in Disordered Eating 
and Depressed Mood,” British Journal of Clinical Psychology 43, no. 3 (Sept 2004): 299. 
17 American Psychiatric Association, DSM-5, 338. 
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compensatory behaviors in order to prevent weight gain.”18 OSFED also includes a 
persistent fear of weight gain. 
Because adolescents of privilege are motivated by external cues, they are prone to 
perfectionist tendencies. One of the reasons for this is a great deal of what Levine calls 
achievement pressure.19 Achievement pressure can manifest in a variety of different ways 
and in a number of different areas, whether that is academically, athletically, or socially. 
More often than not, however, for the typical privileged adolescent, achievement pressure 
comes from parents who are “overinvolved in how well their children perform and 
inadequately involved in monitoring these same children in other areas.”20 Other sources of 
pressure for adolescents include, but not limited to, pressure from coaches, teachers, and 
peer competition. 
Privilege and Pressure 
Adolescents of privilege will often feel the pressure to perform academically. An 
article titled “Privileged but Pressured? A Study of Affluent Youth” looked at this very 
issue and came to the following conclusion: “many youngsters feel highly driven to excel 
not only at academics but also at multiple extracurricular activities, with these pressures 
beginning as early as the middle school years.”21 Levine comments that “of all things 
parents are likely to be anxious about, academic performance is invariably near the top of 
                                                 
18 American Psychiatric Association, DSM-5, 345. 
19 Levine, The Price of Privilege, 28. 
20 Ibid. 
21 Suniya S. Luthar and Bronwyn E. Becker, “Privileged but Pressured? A Study of Affluent Youth,” 
Child Development 73, no. 5 (September 2002): 1594. 
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the list.”22 While helping a child succeed academically can be beneficial to her future, 
pushing her too far does little to encourage the love of learning. 
In fact, pushing a child or an adolescent too far can not only decrease her love of 
learning, but it can also have severe negative consequences. Research has uncovered a link 
between too great parental emphasis on achievement and an adolescent’s maladaptive 
perfectionist strivings.23 Here Levine defines maladaptive perfectionism as “perfectionism 
that impairs functions.”24 Adolescents who possess maladaptive perfectionist tendencies are 
more likely to develop an eating disorder,25 struggle with depression, or attempt suicide.26 
Levine discusses in detail the reality of adolescent suicide as it relates to pressure. She says 
that: 
[because] adolescents are idealistic and highly self-critical, additional 
parental pressures to meet harsh performance demands, while perhaps 
temporarily successful in driving academic achievement, are ultimately 
destructive. This does not mean that high expectations for children are 
potentially lethal. On the contrary, high expectations are found to promote 
achievement and competency in children. It is when a parent’s love is 
experienced as conditional on achievement that children are at risk for 
serious emotional problems.27 
All adolescents are at risk for developing emotional problems due to the rising problems of 
abandonment. Adolescents of privilege just have additional risk factors. Adolescents of 
                                                 
22 Levine, The Price of Privilege, 29. 
23 Ibid. 
24 Ibid. 
25Bart Soenens et al., “Perceived Parental Psychological Control and Eating-Disordered Symptoms: 
Maladaptive Perfectionism as a Possible Intervening Variable,” Journal of Nervous and Mental Disease 196, 
no. 2 (February 2008):150. 
26 Levine, The Price of Privilege, 29. 
27 Ibid., 11. 
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privilege may also feel the pressure to perform when it comes to athletic competition. In 
2000, Games Girls Play: Understanding and Guiding Young Females Athletes reported 
that two million girls play interscholastic sports.28 That number has only continued to rise 
since the publication of the book. 
Sports and athletic involvement can have a profoundly positive impact on female 
adolescents. Sports can help the participants achieve independence in a healthy and 
empowering manner. They can also help an adolescent by enhancing her body image, 
self-esteem, confidence, and scholastic performance.29 Participation has been shown to 
decrease school dropout rates and the risk of physical and psychological conditions such as 
obesity and depression, while also decreasing the risk of osteoporosis. 
Adolescents of privilege will have an innate desire to be perfect and to perform at a 
higher than normal level. They will thrive on competition. This means they will not like 
failing themselves, their teammates, or their coaches. “Young women susceptible to 
developing an eating disorder may feel the need to seek approval from others such as 
coaches, parents, and teammates.”30 This can be extremely dangerous when coaches or 
parents ask an adolescent to lose weight or maintain a certain weight: 
Another study of elite female athletes found that 67 percent of those who 
dieted to improve performance did so to comply with coaching 
recommendations. This can be potentially dangerous in athletes who are 
perfectionists and are vulnerable to eating disorders in part because they 
show little balance in their approach to sports and life. They do everything 
                                                 
28 Caroline Silby and Shelley Smith, Games Girls Play: Understanding and Guiding Young Female 
Athletes (New York: St. Martin’s Press, 2000), 11. 
29 Ibid. 
30 Ibid., 210. 
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in the extreme. If you tell a perfectionist to lose weight, she will want to be 
the thinnest player on the field.31 
Adolescents will naturally compare themselves to other competitors. Adolescents may even 
have the tendency to judge themselves against the professional role models of their chosen 
sports. These adolescents will “equate thinness with fitness and feel that the only way to 
win is to be thin.”32 It is the job of coaches and parents to create opportunities for the 
development of self-esteem by focusing on health and fitness rather than weight. 
Both coaches and parents may pressure adolescents to maintain a certain weight 
and size so that they can perform at a higher level. This is not the only pressure adolescents 
can face in relation to eating disorders and sports. Pressure to perform well begins at an 
early age and can continue into mid- and late adolescence. Changes in eating habits can 
become a coping strategy to deal with the stress, or they can be due to changes in chemical 
and hormonal balances in the body. 
Years ago, entry into many recreational sport leagues required children to be in 
kindergarten or first grade. Now the age limit has “dropped to four in many communities, 
and startling as it seems, eighteen months in some.”33 There are benefits to having a child 
participate in organized athletics at a young age, including socialization. The reality, 
however, is that many children now play one sport year round34 and that sport coaching is 
                                                 
31 Silby and Smith, Games Girls Play, 210. 
32 Ibid. 
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(Boston: Beacon Press, 2009), 17. 
34 Hyman says kind of early sport specialization is a “dangerous experiment” that is “opposed by 
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increasingly available for those driven parents who see their children as “sport champions” 
or who want their children to pursue intercollegiate athletics.35 
This kind of sports specialization can have an impact on the social and 
developmental life, as well as academic performance, of early, mid-, and late adolescents, 
just as it can on children. Mid-adolescents seeking college scholarships may feel locked 
into specializing in one sport. This can put them at increased risk for injury as they push 
themselves to meet stricter training standards.36 In addition, adolescents who are under a 
great deal of pressure to succeed athletically may be forced to make sacrifices socially, 
which can be very detrimental for a developing adolescent. Being able to engage in social 
activities with peers, without an extraordinary number of parental and adult expectations, is 
necessary for a student-athlete to individuate as she answers the questions of identity, 
autonomy, and belonging. 
Adolescents of privilege may likewise feel pressure to excel socially. Levine notes 
that the pressure to perform often hinders an adolescent’s ability to develop a sense of 
autonomy. “It is hard to develop an authentic sense of self when there is constant pressure 
to adopt a socially facile, highly competitive, performance oriented, unblemished ‘self.’ ”37 
An adolescent may feel pressured to put on an unblemished, polished front, even though 
that may not reflect the truth self. In reality, adolescents may not have a true understanding 
of who they are. Their identities may simply be wrapped up either in their accomplishments 
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36 Ibid., 38. 
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or their failures, because they have not been given the freedom to fail safely and discover 
their true identities. 
Privileged Adolescents and the Church 
As adolescents of privilege are now considered an at-risk group, the Church must 
be aware of these adolescents and their need for unconditional love and acceptance. Their 
unique position in life, as they go through the hormonal and physical changes of puberty, in 
addition to the undue pressure put on them socially, athletically, and academically, puts 
them at increased risk for an eating disorder. The Church must be able to identify these 
adolescent girls, come along side them, and offer them a safe place to go through the 






CREATING A NEW FRAMEWORK 
The earlier chapters of this project discussed various aspects of the three main 
eating disorders as they relate to adolescents. In that discussion, it became obvious that no 
simple cures exist. Eating disorders originate from a complex combination of cultural and 
biological causes. As mentioned in “Detection, Evaluation, and Treatment of Eating 
Disorders: The Role of the Primary Care Physician,” treatment should involve care from 
a multidisciplinary team.1 Treatment must be as unique as the individual sufferers and 
must consist of a combination of relational support, psychological treatment, and medical 
care. 
Eating disorder literature seldom mentions the Church as a necessary resource for 
those struggling with those diseases or even as a healthy outlet that can offer support or 
encouragement during treatment. A few exceptions, however, do mention the importance 
of the Church. One such source is Eating Disorders: A Handbook of Christian Treatment, 
written by the eating disorder experts at Remuda Ranch. Remuda Ranch is an eating 
                                                 
1 Judith M.E. Walsh, Mary E. Wheat, and Karen Freund, “Detection, Evaluation, and Treatment of 
Eating Disorders: The Role of the Primary Care Physician,” Journal of General Internal Medicine 15 no. 8 
(August 2000): 580. 
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disorder treatment facility that specializes in offering Christianity-based treatment for 
adolescent girls and young women. The book includes a multitude of references to church 
participation, including the idea that participation in church youth groups “may counteract 
the effects of our toxic Western culture and prevent [eating disorder] development in an 
otherwise genetically vulnerable child.”2 Another article mentions that individuals who 
struggle with eating disorders may turn to other sources for support during the course of 
their disease, and this could include the local church.3 These sources are the exception. The 
vast majority of literature simply ignores the Church. 
The Church, however, could be a staunch ally in the fight against eating disorders. 
Many needed resources are already in place. A new framework, a way of bringing together 
what already exists with an understanding of the problem and how to fight it, could provide 
what adolescents who struggle with eating disorders most require. The first step is 
incarnational ministry. The Church must also find better ways to care for children long 
before they enter adolescence. Church staff and members must understand that resistance to 
help is part of the problem. The Church must develop better ways of providing ministry to 
youth both inside and outside its walls. Finally, the Church must remain alert and aware. It 
must make use of all the resources available for helping adolescents of privilege avoid or 
overcome eating disorders. 
                                                 
2 Cumella, Eberly, and Wall, Eating Disorders: A Handbook of Christian Treatment, 18. 
3 Fary M. Cachelin et al., “Barriers to Treatment for Eating Disorders Among Ethnically Diverse 




Although eating disorder literature rarely mentions the Church, the Church must 
understand its enormous responsibility to come alongside adolescents and their families 
who are struggling to fight this devastating illness. It will not be easy; the Church does not 
have an instant solution to offer privileged adolescents and their families. No quick way 
exists either to prevent all privileged adolescents from developing eating disorders or to 
cure them once they start manifesting the signs of anorexia, bulimia, or OSFED. Rather, 
the call of the Church is to be incarnational in the lives of privileged children and 
adolescents. It must walk with them through life to prevent them from developing patterns 
of disordered eating and to help individuals recover once they have developed an eating 
disorder. 
Incarnational ministry begins with the incarnation of Jesus Christ. As stated in 
John 1:1-3, “In the beginning was the Word, and the Word was with God, and the Word 
was God. He was with God in the beginning. Through him all things were made; without 
him nothing was made that has been made.”4 In Jesus, God became flesh and came to live 
among people.5 Paul also brings the incarnation into focus in Colossians 1:15-20: 
The Son is the image of the invisible God, the firstborn over all creation. 
For in him all things were created: things in heaven and on earth, visible and 
invisible, whether thrones or powers or rulers or authorities; all things have 
been created through him and for him. He is before all things, and in him all 
things hold together. And he is the head of the body, the church; he is the 
beginning and the firstborn from among the dead, so that in everything he 
might have the supremacy. For God was pleased to have all his fullness  
                                                 
4 All Scripture quoted is from the New International Version, unless otherwise noted. 
5 Sherwood Lingenfelter and Mervin K. Mayers, Ministering Cross Culturally: An Incarnational 
Model for Personal Relationships (Grand Rapids, MI: Baker Academic, 1986), 16. 
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dwell in him, and through him to reconcile to himself all things, whether 
things on earth or things in heaven, by making peace through his blood, 
shed on the cross. 
Verse 15 states that Christ is the image of God, meaning that in Christ, the “nature and 
being of God have been perfectly revealed.”6 Understanding verse 20 is central to 
understanding this Colossians passage. It is in this verse that Paul reveals the “climactic 
point” concerning the “work of redemption accomplished in Christ.”7 Jesus Christ, the 
perfect expression of God the Father, was sent to the earth to dwell among humans. He was 
sent to teach them and to experience their sorrows. However, as articulated in verse 20, the 
ultimate goal of the incarnation was that everyone might be reconciled to God through 
Christ. 
As followers of Jesus Christ, Christians are called to ministry that embodies Jesus 
Christ, called to be motivated by the same things that motivated Christ. Throughout 
Scripture, Christ focuses on drawing substance from his Father. One example of this can be 
seen in Matthew 14:23: “After he had dismissed them, he went up on a mountainside by 
himself to pray. Later that night, he was there alone.” Likewise, the hallmarks of Christian 
ministry should be intimacy with God. Further, 1 Peter 3:15-16 states, “But in your hearts 
revere Christ as Lord. Always be prepared to give an answer to everyone who asks you to 
give the reason for the hope that you have. But do this with gentleness and respect, keeping 
a clear conscience, so that those who speak maliciously against your good behavior in 
                                                 
6 Frederick Fyvle Bruce, The Epistles to the Colossians, to Philemon, and to the Ephesians (Grand 
Rapids, MI: Wm. B. Eerdmans Publishing Company, 1984), 57. 
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Christ may be ashamed of their slander.” Christians should always treat one another with 
gentleness and respect, just as Jesus Christ treated people with gentleness and respect. 
In addition, the style of Christian ministry should strive to be like the style of 
ministry that Jesus practiced. The ministry of Jesus went beyond methodology and 
programmatic structure. His focus was to go out and find the lost. Luke 15, the parable of 
the lost sheep, shows the heart that God has for the lost. Just as the shepherd is willing to 
leave the ninety-nine and go out in search of the one lost sheep. God is willing to leave the 
ninety-nine “righteous” in search of the lost sinner. This is the attitude Christians should 
exhibit. As we go about the task of sharing God’s word, doing mission and evangelism, 
“we must see them not as consumers of our program or even our faith, but as beautiful and 
mysterious individuals who, even at this moment, are held by God who is for others, for 
adolescents.”8 The purpose of the incarnation of Jesus Christ was so that he could seek and 
save the lost. Likewise, as followers of Jesus, Christians must be incarnational, continuing 
his work of sharing the message of reconciliation. 
The idea of incarnational ministry rests on understanding the incarnation. Just as 
Jesus left the comforts of heaven and entered into this world, so too must Christians leave 
the safety of the church walls and their homes so that others may know that they too can be 
reconciled to God: 
The incarnation is not a metaphor but the very ground of our being, the 
place where we meet the person of Christ as who, where we encounter the 
incarnate, CRUCIFIED and resurrected One. The relational minister is 
called to live conformed to the incarnate, crucified and resurrected person. 
The happens as we seek the person of Jesus within the world loved by 
                                                 
8 Andrew Root, Revising Relational Youth Ministry: From a Strategy of Influence to a Theology of 
Incarnation (Downers Grove, IL: InterVarsity Press, 2007), 102. 
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Christ (incarnate), who suffers in complete solidarity with those in it 
(crucified) and proclaims in word and deed that all which threaten to 
destroy them (and us) have been overcome in the risen humanity of Godself 
(resurrected).9 
The message should always be that of reconciliation. As depicted in 2 Corinthians 5:15-20: 
And he died for all, that those who live should no longer live for themselves 
but for him who died for them and was raised again. 
So from now on we regard no one from a worldly point of view. Though we 
once regarded Christ in this way, we do so no longer. Therefore, if anyone 
is in Christ, the new creation has come: The old has gone, the new is here! 
All this is from God, who reconciled us to himself through Christ and gave 
us the ministry of reconciliation: that God was reconciling the world to 
himself in Christ, not counting people’s sins against them. And he has 
committed to us the message of reconciliation. We are therefore Christ’s 
ambassadors, as though God were making his appeal through us. We 
implore you on Christ’s behalf: Be reconciled to God. 
This passage shows that the event of reconciliation is the cross. Christ, the sinless lamb, the 
instrument of reconciliation, was made sin by God. 
The event of reconciliation is referenced in verse 19, where it says, “that God was 
reconciling the world to himself in Christ, not counting people’s sins against them. And he 
has committed to us the message of reconciliation.” Romans 3:25-26 amplifies this idea 
and introduces the concept that God is both just and the justifier: 
God presented Christ as a sacrifice of atonement, through the shedding of 
his blood—to be received by faith. He did this to demonstrate his 
righteousness, because in his forbearance he had left the sins committed 
beforehand unpunished—he did it to demonstrate his righteousness at the 
present time, so as to be just and the one who justifies those who have faith 
in Jesus. 
The message of reconciliation is very simple, and simply stated in 2 Corinthians 5:20: “be 
reconciled to God” by means of Christ. The ministry of reconciliation is sharing the Good 
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News of God’s love for us, and the hope of reconciliation as God’s ambassadors, by being 
incarnational witnesses. 
Caring for Children 
To help combat the growing problem of eating disorders among adolescents of 
privilege, the Church must begin incarnational ministry with this population long before 
they reach puberty or start showing symptoms of eating disorder behavior. Young girls are 
already learning the behaviors and attitudes that will remain engrained in them. To help 
girls and “tweens” understand that they are unconditionally loved, valued, and accepted, 
members of the church community must be willing to engage in their lives in an 
incarnational way that goes beyond the traditional Sunday school model. 
One problem with Sunday school is that some children will see very little difference 
between the school they attend during the week and the class they attend on Sunday 
mornings.10 Moreover, some Sunday schools rely on rewards as motivators for learning. 
Rewards, however, can have negative effects, both for those who receive the rewards and 
those who do not. “What often happens with this model is that children of church leaders 
and good students are the winners, while fringe kids and those who struggle in school are 
overlooked or feel stupid or, worse yet, think that in God’s yes they don’t measure up.”11 
Those who do receive the rewards are not learning to value the material itself, but to value 
the praise that comes from adults. 
                                                 
10 Scottie May, Children Matter: Celebrating Their Place in the Church, Family, and Community 
(Grand Rapids, MI: William B. Eerdmans Publishing Company, 2005), 12. 
11 Ibid., 13. 
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This model should raise concerns because of both the seductive influence of 
rewards and the me-first attitudes introduced by competition. Whether it is “me” as an 
individual or “me and my team,” leaders in children’s ministry must be aware of the 
implicit agenda that accompanies rewards and competition. When extrinsic motivation or 
rewards are introduced to promote learning, the quality of the learning and its value to the 
child can diminish. When motivation is intrinsic, on the other hand, the child wants to learn 
because the content itself has significance and meaning.12 Rewards and competition only 
perpetuate the mindset of a privileged child: they must perform to receive positive feedback 
or a reward. 
Children and adults can spend years together “in a room and not develop significant 
relationships.”13 Adults must deliberately seek to build relationships and show children that 
they are important and valued, whatever their performance. These relationships must be 
established and in place before an individual goes through the turbulent and uncertain time 
of puberty. Then, if an adolescent questions her appearance, worth, and value during 
puberty, she at least has the advantage of a solid support network already in place. The 
building process will take time, however, as “formative relationships are built as adults take 
an interest in the lives of children and what is important to them, as we listen to their joys 
and their disappointments.”14 The Church must become a place where children and 
adolescents know they can find safe, trusting relationships. 
                                                 
12 May, Children Matter, 13. 




Children must be taught about God’s love, but it is even more important that 
children feel the love of God through significant relationships. In The Spiritual Life of 
Children, Coles relates a “telling discussion” he had one day with a boy named Timmy: 
“Timmy told me how much he loved his grandmother. At first he emphasized the ‘treats” 
she offered him—all that ice cream and buttercrunch. Then he mentioned, almost casually, 
another kind of treat: ‘She’s good at screwing my head on tight, and she sure gives me 
something to think about!’ ” 15 It is this kind of relationship, in which love is modeled 
through both words and actions, that should be replicated. 
The Church can lose children during the transition from elementary school to junior 
high. May states that “too many children do not make that transition in the church and 
simply drop out, wandering away to face adolescence without the support of a faith 
community.”16 This is a crucial time developmentally, and the church must do a good job of 
being aware of students are as they make the transition programmatically, academically, 
physically, emotionally, and psychosocially. To prevent individuals from getting lost 
during this time of transition, the children and youth ministries must work together to equip 
the congregation to care for those students. This can involve inviting people who work with 
middle-school youth to participate “in a few events where they can get to know” the 
younger students.17 This introduction continues sending the message that the individuals 
matter and will be valued even as they move into junior high. 
                                                 
15 Robert Coles, The Spiritual Life of Children (Boston: Houghton Mifflin Company, 1990), 127. 




These discussions about how to care for privileged children have assumed that 
those individuals will be a part of a worshipping church community. This may not be the 
case. As a community, the Church must be aware of not just the children who attend 
worship services or Sunday school classes, but also those children who have no one to 
affirm them or care for them. Reaching those children will require being willing to leave 
the walls of the church to spend time volunteering at the local elementary school or as a 
soccer coach. Doing so will allow the Church to engage with those children who will never 
walk through its doors and to let them know before they grow into adolescence that they 
have an inherent value and are cared for simply because of who they are. 
The goal of establishing these relationships with children and tweens is to begin 
fighting the effects of systematic abandonment. Adolescents face pressure and expectations 
everywhere they go, even at church. Many young girls and women internalize this stress 
and manage it by deciding “not to eat as a way of gaining a sense of control in their life.”18 
Yet the stress produced by eating disorders can be even more detrimental to an adolescent’s 
physical, spiritual, and emotional health than it is to an adult who has developed coping 
mechanisms that adolescents do not yet have. The Church must work toward not causing 
stress and toward being a positive voice and influence. In that way, it can work against 
systematic abandonment. 
As adolescents go through puberty, they need a place to belong, and they need a 
safe place where they can work through the questions of individuation. As previously 
mentioned, in ancient times, when someone such as Esau or Jacob struggled through a 
                                                 
18 Kittleson, ed., The Truth About Eating Disorders, 16. 
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similar process,19 he could turn to the faith of his forefathers to answer questions of identity, 
autonomy, or belonging. Adolescents today do not always have that luxury. Adults cannot 
answer those questions for them. The best thing that the Church can do is provide that safe 
place, both physically and relationally, that adolescents have been denied due to systematic 
abandonment. 
Part of providing that safe place will involve educating parents and congregation 
members about the problems of systematic abandonment and the need to create authentic, 
safe relationships. Within the church community, youth leaders must encourage the 
congregation to act as a family of faith. The Church has great potential strength in the fight 
against the effects of abandonment; it is the place where people of all generations can be 
together in one place and gather together for one purpose. To understand why it is so 
important for the Church to be a faith family, it is essential to understand in greater depth 
the need for a safe space. 
Understanding Resistance to Change 
People do not necessarily resist change, they resist loss.20 A discussion of anorexia 
gives the following as possible causes: 
Therefore, a number of teens may decide not to eat as a way of gaining a 
sense of control over their life. Still other teenagers believe that they will 
never live up to their own or their parents’ expectations about their 
appearance, popularity, or ability to succeed in sports, academics, or the 
arts. So they deny themselves the pleasure of eating as a means of 
punishment. Some teens are afraid of growing up and taking complete 
responsibility for their lives. The prospect of increasing independence 
                                                 
19 Dean, Almost Christian, 8. 
20 Ibid., 21. 
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makes them feel out of control. Not eating helps them gain a sense of 
control, even though just the opposite is true. As anorexia progresses, it 
takes total control.21 
Each of these potential causes shows how the loss of control would signify a sense of loss, 
a loss of popularity, or a loss of a future. Kittleson makes a similar comment about bulimia: 
“In reality, bulimia is a sign that someone has lost control.”22 To understand why that is an 
issue with eating disorders, it is essential to understand that for many adolescent girls who 
struggle with anorexia and bulimia, the issue is bigger than food. 
A technical problem has a clear-cut solution. Many life events come with a promise 
that one day things will return to normal. Eating disorders do not have such solutions or 
provide such promises. No one can pinpoint the exact cause for an eating disorder, and no 
one can provide one simple solution or “fix” for an eating disorder. 
While sufficient quantities of money, time, and/or expertise will usually provide a 
solution to a technical problem, none of those will necessarily cure an eating disorder. 
These diseases require insight, patience, prayer, and a willingness on the part of the patient 
to change. Neither time nor therapy can guarantee change. Money cannot buy the answers. 
The sufferer must want to change. 
An eating disorder is not a technical problem with a straightforward solution. While 
it is important to understand both the cultural and biological causes of eating disorders, 
their complex nature means that no simple medical, medicinal, or psychological treatment 
can fix the problem. Every eating disorder requires a multidisciplinary approach and the 
                                                 




understanding that an eating disorder is an adaptive challenge. Adaptive challenges “are 
difficult because their solutions require people to change their ways.”23 Someone with 
OSFED, anorexia, or bulimia cannot continue her current lifestyle and hope to find healing. 
A Control Issue 
As already mentioned, one cause of eating disorders could be the need for control. 
To gain or regain a sense of control, a young female will begin to monitor her diet. 
Ironically, as an eating disorder takes over, the anorexic or bulimic totally loses control, 
and her life becomes overwhelmingly chaotic. The Christian adolescent, as she strives 
harder and harder to be in control of her diet, and therefore her life, fails to remember that it 
is God who is truly in control of her life. 
An adolescent with an eating disorder will try to rearrange her schedule to 
guarantee that she can eat when (or if) she wishes. If that means missing church meals and 
events or youth group retreats, then that is the way it must be. Nothing can be allowed to 
take priority over a food schedule. Food becomes the primary focus for the majority of 
those suffering with an eating disorder, and God becomes secondary. 
It also becomes increasingly difficult to trust God. God’s Word is very clear that 
God is in control of our lives, and that He has a plan for each one of us. From the book of 
Jeremiah: “ ‘for I know the plans I have for you,’ declares the LORD, ‘plans to prosper you 
and not to harm you, plans to give you hope and a future’ ” (Jer 29:11). For the anorexic, 
that is not a promise to be trusted. God’s plan involves giving over control and trusting 
                                                 
23 Ronald Heifetz, Alexander Grashow, and Marty Linsky, The Practice of Adaptive Leadership 
(Boston: Harvard Business Press, 2009), 70. 
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him. God’s plan could involve gaining weight. God’s plan seems involve hope and a 
future—things beyond imagination. 
People resist the fact that life changes, that life seems desperately out of control. 
They grieve for their losses, real or perceived. Many who struggle with an eating disorder 
are struggling with a loss of control, a loss of self-esteem, or the loss of a relationship. To 
help, the local church must fully understand the dynamics of eating disorders and have a 
functional, family-based youth ministry. A first step in understanding the stages of grief 
and how grief is connected to adolescents who struggle with eating disorders. 
The Stages of Grief 
The four stages of grief are denial, anger/blame, bargaining, and depression. Those 
who suffer with an eating disorder will experience them all. Denial is the first stage: “many 
patients do not accept that they are ill.”24 This can be a frustrating stage for friends and 
family members who want to get help for their loved one who is unwilling to admit she has 
a problem. The first step in helping someone find treatment for an eating disorder is to help 
her realize that a problem exists. 
The second stage of grief is anger/blame.25 As Eating Disorders in Childhood and 
Adolescence recognizes, “Many young patients with eating disorders are angry.” This anger 
can be directed at a number of outside causes, at their parents for causing them to go to 
therapy,26 or even at food. This anger can make it difficult for others to be around them or 
                                                 
24 Lask and Bryant-Waugh, eds., Eating Disorders in Childhood and Adolescence, 149. 
25 Ibid., 188. 
26 Ibid., 239. 
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to want to reach out and help them through the difficult times. It is important for those in 
the Church to see through this anger and to reach out despite it. 
The third stage of grief is bargaining. This can come at any stage of an eating 
disorder. Patients in treatment may bargain about how much food they have to eat. They 
may even try bargaining with God. 
At some point, most people who suffer from eating disorders experience the fourth 
stage of grief, depression. According to Eating Disorders: A Handbook of Christian 
Treatment, “Depression is eating disorders’ (EDs) most common co-occurring psychiatric 
problem (Bulik, 2002). Across studies, between 20 and 98% of ED patients have been 
diagnosed with some form of depression.” 27 This can be a short phase, or it can be a 
serious illness that requires intensive psychiatric care. It has been found that “up to 
two-thirds of patients with EDs will have another psychiatric disorder at some point in their 
lives. These can pre-date or co-occur with the development of eating problems.”28 It is 
important for those who know someone with an eating disorder to be very aware of this 
stage of grief. Whether depression is simply a short-term phase, a larger problem that 
requires intensive psychiatric care, or caused by some kind of brain chemistry that can be 
treated medically, depression can be dangerous. 
Developing a Biblical, Family-Based Youth Ministry 
As the Church develops an understanding of the stages of grief and recognizes that 
an eating disorder is an adaptive problem that needs serious attention, it does not need to 
                                                 
27 Cumella, Eberly, and Wall, Eating Disorders: A Handbook of Christian Treatment, 98. 
28 Lask and Bryant-Waugh, eds., Eating Disorders in Childhood and Adolescence, 104. 
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develop another program. The Church does need to understand the culture and the position 
in which adolescents find themselves. Creating a place for adaptive change to happen 
means creating a space safe enough for change. For the many adolescents who do not feel 
comfortable entering the halls of a church, building a safe space for them will mean 
opening up relationally and being present in their lives at soccer games, cheerleading 
practices, or school events. It will mean being available when they need someone to listen. 
Within the walls of the church, to create a safe place, it is important to create a 
family-based youth ministry system that can help youth through the losses they experience. 
The first step is to recognize that youth ministry is a priority and must be taken seriously. In 
many churches, youth ministry has been relegated to its own department. Cummings-Bond 
first identified this phenomenon in 1989 as the “Mickey Mouse ear” form of youth 
ministry.29 The basic idea behind Cummings-Bond’s theory, one that has survived the test 
of time, is that the “main” church functions on its own, while the youth program functions 
completely independently. It is as if the youth ministry program were an “ear” attached to 
the church with no real relationship to the church body or membership. 
 30 
 
                                                 
29 Stuart Cummings-Bond, “The One-Eared Mickey Mouse,” YouthWorker Journal (Fall 1989): 76. 
30Walter Surdacki, “Remembering the Family in Youth Ministry.” Leaven 10 no. 1 (2002): 18. 
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This type of youth ministry only perpetuates the world beneath. In it, the youth of 
the church do not interact with adults other than the youth staff and perhaps a handful of 
volunteers. The Church must become a place where adolescent girls can feel loved, where 
they can have genuine, authentic relationships with adults, and where they can feel 
accepted for who they are. Fighting against eating disorders is a tremendous uphill battle, 
and the body of Christ must enter that fight by caring for its youth. 
Finding Leaders Up to the Challenge 
The first move in the battle plan must be creating a leadership team that 
understands the developmental challenges of adolescents and that can lead the congregation 
in caring for today’s youth. This will mean educating parents and other congregation 
members on how to build a strong church family, working to help all families (no matter 
their composition) strengthen their ties, and providing opportunities for individuals, 
couples, and families to learn, grow, and heal. 
The Church must come together as a family of faith. The Church can offer 
adolescents something that the world will never be able to: real, authentic, genuine 
relationships with adults who truly care about them. “Adolescents seem impenetrable, 
callous, without a need for adults . . . . Adults should not be fooled by the reactions or even 
the words of adolescents. They should trust that each one is desperate for a safe and secure 
loving presence, regardless of whether they know it or not.”31 The Church, where people of 
all generations gather, is an ideal candidate for fighting systematic abandonment. 
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Supporting the Nuclear Family 
While ideally families should be imbedded in a larger community of faith for 
support, not all are. At the same time, Scripture makes it clear that the family plays a key 
role that a youth pastor or a church family cannot replace.32 One simple example from the 
New Testament can be found in 2 Timothy 1:5, which says, “I have been reminded of your 
sincere faith, which first lived in your grandmother Lois and in your mother Eunice and, I 
am persuaded, now lives in you also.” This verse shows faith being taught and passed 
down through the family. In the Old Testament, Genesis 45 shows that, although Joseph 
was horribly mistreated by his brothers, he still feels a connection to them because they are 
his family. His reunion with them is sweet and filled with tears of happiness. Genesis 45:15 
says, “And he kissed all his brothers and wept over them.” Both examples, and many 
others throughout Scripture, demonstrate the importance of family. 
Garland introduces the idea that people do not have to be in the ideal or perfect 
family for God to work, but rather that “living in ‘righteous ways’ within whatever state of 
family living we find ourselves (1 Corinthians 7:10-24)” is more significant.33 Whatever the 
composition, whatever the circumstance, the Church must support the families of 
adolescents. Those parents, experienced or not in the ways of adolescents, face new 
problems at every turn. 
                                                 
32 Clark, Hurt 2.0, 325. 
33 Garland, Family Ministry, 344. 
 
126 
Parents cannot handle the battle on their own. They need the other advice of adults 
who have experienced life in ways they have not: 
Yet the fact remains that every child needs authentic, intimate relationships 
with adults until he or she has completed much of the adolescent process. 
This responsibility cannot fall to parents alone or to teachers, who can 
influence individual students for a year at best. The only way we can stem 
the tide of the consequences of abandonment is to encourage a wide variety 
of adults to take part in the lives of the young . . . . That is the most 
fundamental need of the abandoned generation.34 
The Church is full of adults who have walked through the grief process themselves, who 
understand the sense of loss. The Church also has the opportunity to educate parents, youth 
leaders, and students on what eating disorders are, and what it means to walk through them. 
Many churches already provide “guardrails and hospital units.” When life becomes 
messy or complicated, churches provide care through such avenues as premarital 
counseling, budgeting classes, parenting seminars, grief seminars. The Church must also be 
willing to talk about eating disorders and recognize that they are real problems. 
The Church must train youth leaders to recognize the warning signs of eating 
disorders. Resources should be readily available to parents if they call seeking assistance. 
Grief and loss should be talked about, not just as things that occur after the death of a loved 
one, but also as feelings that can happen because of an eating disorder, substance abuse, or 
any number of things. The Church must understand that eating disorders are brain-based 
mental illnesses. This will mean working not only with counselors, but also with doctors 
and other medical professionals to develop a full and complete understanding of how 
today’s adolescents are struggling and how, as part of the team, the Church can help. 
                                                 




The struggle against eating disorders is not an issue that can be resolved simply. It 
is important to make sure that, in addition to have a loving youth staff and a family-based 
youth ministry program in place, everyone involved with that youth program is trained and 
ready to recognize and handle eating disorder cases. The Church must provide special 
training to those volunteers and counselors working with students who participate in 
retreats, camps, and mission trips. As mentioned previously, control is a big factor for those 
who struggle with eating disorders. An adolescent who struggles with anorexia or bulimia 
likes to control how many calories she consumes, how much she exercises, when she 
binges/purges, etc. At camp or on a retreat, a student may not be able to control any of 
these factors; this leaves her feeling vulnerable and helpless.35 One could only speculate as 
to how a student would respond in such a time of added stress. Her response might be to 
open up and disclose what she is feeling, or she might shut down and skip meals all 
together. In either case, it is imperative for all leaders on a youth retreat to be trained and to 
know the symptoms of eating disorders. All leaders must know how to respond 
appropriately and how to be a calm and loving presence. 
It is a good idea to have certain policies and rules in place setting off for camp. 
These rules would be designed to make it impossible for a student struggling with an eating 
disorder to go undetected if she decides to skip meals during camp. One way to do so is by 
having a rule that the entire group must eat meals together. If members of the youth group 
have made friends during the event, those friends may be invited to eat with the group, but 
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each person from the group must meet and sit together. This not only builds community 
within the group, but it also ensures that the leaders know everyone from the group is 
coming to meals. 
All volunteers will require training, but particular training will be needed for those 
attending retreats. The youth minister must know the volunteers, and know which ones can 
handle this kind of sensitive issue. During initial screening of volunteers, the leader should 
make note of those who have struggled with eating disorders. Some men and women who 
have struggled with an eating disorder in the past will have reached a point of healing and 
wholeness that allows them to reach out to others. They may want to allow God to redeem 
their brokenness by using their experiences to minister to others. 
Other volunteers, however, will not be ready to do so. The memories of the eating 
disorder may be too fresh, the volunteer may not yet have worked through the disease, or 
he/she may not yet have the verbal skills to talk about what happened. This does not 
necessarily mean that this person cannot volunteer in ministry, though it may determine 
whether a person serves in direct or indirect ministry.36 Discernment is needed. It may 
mean that the adult needs counseling, that the volunteer needs extra training, or that she is 
not ready for ministry to youth. Because someone has struggled with an eating disorder 
does not necessarily make him a good candidate for ministry to an adolescent with an 
eating disorder. 
                                                 
36Duffy Robbins, This Way to Youth Ministry: An Introduction to the Adventure (Grand Rapids, MI: 
Zondervan, 2004), 539. 
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Being Aware of Resources 
A great many good Christian eating disorder resources are available. It is a matter 
of being aware of those resources and networking with the right people. Good treatment 
facilities, counselors, resources for parents, and support groups already exist. 
Unfortunately, these resources are seldom discussed or well advertised. It is up to youth 
leaders and their churches to stay current on the laws and research. Many of the adolescent 
girls in youth groups fight the lonely battle of eating disorders on a daily basis. It is time 
that Christians invest the energy to equip our congregations to fight that battle with them. 
Youth leaders should not only know about the resources available in a particular 
area, but should also become well versed on the topic. If the opportunity arises, it would be 
helpful to visit Remuda Ranch in Arizona to see what their inpatient treatment program is 
like for adolescent girls. The main Remuda Ranch campus is located in Wickenburg, 
Arizona, about 60 miles north of Phoenix. In addition to the in-patient treatment programs 
available in Arizona, the staff at Remuda Ranch provides an assortment of resources for 
professionals, parents, and adolescents struggling with eating disorders. This is one of the 
best Christian inpatient treatment programs in the country for girls and women with eating 
disorders. If closer options are available, the youth pastor should visit those as well. The 
youth minister should meet with a counselor or two in addition to the one on call for the 
church and know their strengths and weaknesses. The pastor should know which medical 
doctors in the area have experience working with adolescents with eating disorders and 
which ones are accepting new patients. The goal is to be educated and aware of the 
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SUMMARY AND CONCLUSION 
The Church must be aware as it enters into the discussion of eating disorders among 
adolescent girls of privilege that no easy answers or quick solutions exist. Eating disorders 
are complex diseases full of “contradictions and paradoxes.”1 The Church must be willing 
to develop an understanding of the complexities because it has an obligation to adolescents 
and to their families. Individuals in the Church must be a part of adolescents’ lives as they 
strive toward wholeness and mental, physical, emotional, and spiritual healing.  
As mentioned throughout this project, adolescents live in a world where systematic 
abandonment is a reality. Adolescents do not have the same access to trustworthy adults 
they had in generations past. The Church is in a unique position to offer adolescents safe, 
trusting relationships. It can do this for the adolescents who are willing to come to the local 
church, and who have families who are already involved in an established community. The 
Church can also be available for those outside that community. This will take more effort 
and will mean being incarnational. It will mean training volunteers who are willing to 
spend time in the community, whether it is volunteering at the local middle school, 
coaching a cheerleading squad, or spending time playing pickup basketball at a local court. 
The goal of building relationships with these struggling adolescents and their 
hurting families is not so that individuals or the local church can offer pat solutions. The 
goal is to create a loving support network around them and, through words and actions, 
share with them that their ultimate hope and healing comes through their Heavenly Father. 
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By allowing each adolescent to be in a safe place where she can learn about and experience 
God’s love, as she works with doctors and psychologists toward physical and emotional 
health, she can also learn that part of her healing will come as she goes through the process 
of individuation. She will learn that her identity rests in the fact that she is first and 
foremost a child of God.  
The Church must also be a source of information. Eating disorders are often seen as 
a taboo subject. The little the public does know about eating disorders is often made up of 
“misconceptions and misinformation.”2 The Church must understand the reality of eating 
disorders and that both cultural and biological causes are at work. Hormonal and 
neurological complexities surround anorexia, bulimia and OSFED. Church staffs must 
surround themselves with trained professionals who can be available resources for those 
who need help. 
Individual churches must provide information to schools, teachers, and coaches so 
that, as they work with adolescents, they will know how to support and encourage without 
enabling unhealthy behaviors. This is a growing problem among privileged adolescent 
females. As a result, local churches must be prepared to care properly for the adolescents 
God has entrusted to their care. Churches must also recognize the call to care for all of 
God’s children. This is the motivation to learn more about the crippling, devastating, and 
often confusing and complex, world of eating disorders. The Church must understand 
anorexia nervosa, bulimia nervosa, and OSFED. Only then can the Church hope to fight the 
rising tide of systematic abandonment as it relates to eating disorders. Only then can the 
                                                 
2 Ulrike Schmidt and Janet Treasure, Getting Better Bit(e) by Bit(e): A Survival Guide for Sufferers 
of Bulimia Nervosa and Binge Eating Disorders (New York: Psychology Press Ltd, 1993), xi. 
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DIAGNOSTIC CRITERIA FOR BINGE EATING DISORDER1 
A. Recurrent episodes of binge eating. An episode of binge eating is characterized by 
both of the following: 
1. Eating, in a discrete period of time (e.g., within any 2-hour period), an 
amount of food that is definitely larger than what most people would eat in 
a similar period of time under similar circumstances. 
2. A sense of lack of control over eating during the episode (e.g., a feeling 
that one cannot stop eating or control what or how much one is eating). 
B. The binge-eating episodes are associated with three (or more) of the following: 
1. Eating much more rapidly than normal. 
2. Eating until feeling uncomfortably full. 
3. Eating large amounts of food when not feeling physically hungry. 
4. Eating alone because of feeling embarrassed by how much one is eating. 
5. Feeling disgusted with oneself, depressed, or very guilty afterward. 
C. Marked distress regarding binge eating is present. 
D. The binge eating occurs, on average, at least once a week for 3 months. 
E. The binge eating is not associated with the recurrent use of inappropriate 
compensatory behavior as in bulimia nervosa and does not occur exclusively 
during the course of bulimia nervosa or anorexia nervosa. 
                                                 




DIAGNOSTIC CRITERIA FOR PICA2 
A. Persistent eating of nonnutritive, nonfood substances over a period of at least 1 
month. 
B. The eating of nonnutritive, nonfood substances is inappropriate to the 
developmental level of the individual. 
C. The eating behavior is not part of a culturally supported or socially normative 
practice. 
D. If the eating behavior occurs in the context of another mental disorder (e.g., 
intellectual disability [intellectual developmental disorder], autism spectrum 
disorder, schizophrenia) or medical condition (including pregnancy), it is 
sufficiently severe to warrant medical condition. 
                                                 




DIAGNOSTIC CRITERIA FOR RUMINATION DISORDER3 
A. Repeated regurgitation of food over a period of at least 1 month. Regurgitated 
food may be re-chewed, re-swallowed, or spit out. 
B. The repeated regurgitation is not attributable to an associated gastrointestinal or 
other medical condition (e.g., gastroesphageal reflux, pyloric stenosis). 
C. The eating disturbance does not occur exclusively during the course of anorexia 
nervosa, bulimia nervosa, binge-eating disorder, or avoidant/restrictive food 
intake disorder. 
D. If the symptoms occur in the context of another mental disorder (e.g., intellectual 
disability [intellectual developmental disorder] or another neurodevelopmental 
disorder), they are sufficiently severe to warrant additional clinical attention. 
                                                 




DIAGNOSTIC CRITERIA FOR AVOIDANT/RESTRICTIVE FOOD INTAKE 
DISORDER4 
A. An eating or feeding disturbance (e.g., apparent lack of interest in eating or food; 
avoidance based on the sensory characteristics of food; concern about aversive 
consequences of eating) as manifested by persistent failure to meet appropriate 
nutritional and/or energy needs associated with one (or more) of the following: 
1. Significant weight loss (or failure to achieve expected weight gain or 
faltering growth in children). 
2. Significant nutritional deficiency. 
3. Dependence on enteral feeding or oral nutritional supplements. 
4. Marked interference with psychosocial functioning. 
B. The disturbance is not better explained by lack of available food or by an 
associated cultural sanctioned practice. 
C. The eating disturbance does not occur exclusively during the course of anorexia 
nervosa or bulimia nervosa, and there is no evidence of a disturbance in the way 
in which one’s body weight or shape is experienced. 
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D. The eating disturbance is not attributable to a concurrent medical condition or not 
better explained by another mental disorder. When the eating disturbance occurs 
in the context of another condition or disorder, the severity of the eating 
disturbance exceeds that routinely associated with the condition or disorder and 




DIAGNOSTIC CRITERIA FOR ANOREXIA NERVOSA5 
A. Restriction of energy intake relative to requirement, leading to a significantly 
low body weight in the context of age, sex, developmental trajectory, and 
physical health. Significantly low weight is defined as a weight that is less 
than minimally normal or, for children and adolescents, less than that 
minimally expected. 
B. Intense fear of gaining weight or of becoming fat, or persistent behavior that 
interferes with weight gain, even though at a significantly low weight. 
C. Disturbance in the way in which one’s body weight or shape is experienced, 
undue influence of body weight or shape on self-evaluation, or persistent lack 
of recognition of the seriousness of the current low body weight. 
                                                 




SIGNS AND SYMPTOMS OF ANOREXIA6 
Psychological Signs 
 Perfectionist tendencies 
 May start comparing their body image with others and have distorted self-images 
 Fear of gaining weight and an obsessive, out of control concern with body image 
and weight 
 Constantly feel as though they’re fat or overweight despite dramatic weight loss 
 Personality changes that reflect withdrawn, isolationist tendencies 
 Display obsessive-compulsive ideations (in other words, focusing on a single body 
part [such as the arms or face] as the representation of the entire body; anorexic 
teens may diet excessively because they believe their cheeks are too fat or their 
ankles look too big, and so on) 
 Lack of concentration and an inability to stay focused 
 May experience bouts of depression, low self-esteem, paranoia, and suicidal 
ideation 
Behavioral Signs 
 Often have difficulties finishing a meal; food or the smell of food may become 
nauseating to them 
                                                 
6 Gerali, What Do I Do When Teenagers Struggle With Eating Disorders?, 33-36. 
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 May avoid situations and events where food is being served (this is often the reason 
why students with eating disorders don’t come to meals at camps and retreats) 
 Refuse to eat or deny being hungry; may skip meals and make excuses for not 
eating 
 May develop abnormal eating practices, such as eating unusually small portions, 
weighing foods, or chewing but not swallowing their food (parents may find food 
spit into napkins or anorexic teens may excuse themselves to discard chewed food) 
 Over-exercising can become an obsession in that teens may become paranoid if 
they miss their routine. They’ll exercise multiple times a day to the point of 
physically hurting their bodies. They’ll even try to continue to exercise when 
they’re ill or have no strength. 
 Constantly talk about weight, body image, or exercising; constantly look in the 
mirror to check the flaws which they believe define them 
 Limit food intake to low-calorie foods; become very concerned with counting and 
restricting calories 
 May categorize foods as “good,” “safe,” or “bad,” and this cataloging becomes a 
regular part of their conversations 
 Withdraw from family and friends; isolate themselves and become more secretive 
 May pretend to have food allergies; become picky eaters or decide to become 
vegetarian or vegan eaters 




 Thin and emaciated physique; the teen may lose weight rapidly (as evidenced by 
their baggy clothes). As weight loss progresses, the teen will look gaunt and 
skeletal. 
 May evidence signs of self-mutilation, such as wearing clothes that cover their arms 
and legs to hide marks. May show signs of self-harm, such as scratches, lacerations, 
burns, scarring, and so on. Remember, anorexics can resort to painful extremes to 
rid themselves of hunger. 
 Muscle weakness or loss: When there’s no body fat left to burn, the muscles begin 
to deteriorate. Anorexic teens may have difficulty lifting heavy objects or 
performing strenuous tasks. 
 Anemia: Blood is affected by the lack of iron and other minerals it needs to be 
healthy. When deprived of food, the blood fails to be enriched. 
 Chronic fatigue. Even if they get plenty of rest, they’ll always feel tired because 
their body isn’t getting the appropriate fuel (nutrients, vitamins, and minerals) it 
needs to run effectively. 
 Dizziness and fainting 
 Headaches 
 Hair loss and brittle nails: Because of the lack of nutrition, their hair may become 
brittle, break, and even begin to fall out. Their nails may also become very brittle 
and break a lot. 
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 Dry and yellowish skin due to malnourishment. Prior to this, the skin on their arms 
and legs may look purplish resulting from poor blood flow. 
 Low blood pressure and body temperature (the teen will always feel cold, even on 
warm days). This can also result in a slower heath rhythm and respiration. 
 Expect the growth of lanugo, a soft, white downy hair on their arms and chest. This 
happens mostly to anorexics who are near emaciation. The hair grows as a body’s 
protective measure to maintain its normal temperature. When a teenager drops 
weight in a dramatic way and keeps it off, that teen’s body may not have enough 
insulation normally found in the body fat to maintain a healthy body temperature. 
Thus, the body compensates by creating its own “blanket.” Lanugo is normally seen 
on newborn infants. It develops as an insulating mechanism in the mother’s womb. 
Lanugo usually goes away as the infant nurses and maintains a healthy weight due 
to proper nutrition. Lanugo isn’t common past infancy, and it’s a strong sign of 
anorexia. 
 Gastric problems: Severe constipation or chronic diarrhea 
 Bone and joint pain 
 Slow wound healing 
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 Amenorrhea: Missing three or more consecutive menstrual periods. Low body 
weight interrupts many normal hormonal functions, including menstruation and 
ovulation. Mothers tend to get the first hint of this symptom because they’re usually 
the ones who purchase feminine hygiene products for their household. If a teenage 
girl is hiding an eating disorder and isn’t having her period, she won’t need to use 
these feminine hygiene products. 
 The hormone reduction brought on by an eating disorder usually evidences itself as 




DIAGNOSTIC CRITERIA FOR BULIMIA NERVOSA7 
A. Recurrent episodes of binge eating. An episode of binge eating is characterized by 
both of the following: 
1. Eating, in a discrete period of time (e.g., within any 2-hour period), an 
amount of food that is definitely larger than what most individuals would 
eat in a similar period of time under similar circumstances. 
2. A sense of lack of control over eating during the episode (e.g., a feeling 
that one cannot stop eating or control what or how much one is eating). 
B. Recurrent inappropriate compensatory behaviors in order to prevent weight gain, 
such as self-induced vomiting; misuse of laxatives, diuretics, or other 
medications; fasting; or excessive exercise. 
C. The binge eating and inappropriate compensatory behaviors both occur, on 
average, at least once a week for 3 months. 
D. Self-evaluation is unduly influenced by body shape and weight. 
E. The disturbance does not occur exclusively during episodes of anorexia nervosa. 
                                                 




SIGNS OF BULIMIA8 
Psychological Signs 
 Strong preoccupation with body shape and weigh 
 Negative self-image and a distorted perspective of their own body size and shape 
 Low self-esteem and an inability to believe they’re valuable, loved, and accepted 
 Guilt, shame, fear, panic, and anxiety are frequent emotional states 
Behavioral Signs 
 Secretive behaviors and disappearing for short amounts of time. Bulimic teens will 
binge eat when they’re alone. This is often done in the middle of the night or in the 
privacy of their bedroom or bathroom. Generally, bulimia requires a great deal of 
time spent alone or in isolation. A violation of this boundary will make the affected 
teen agitated or uneasy. 
 Always frequenting the bathroom immediately after a meal to purge. They may run 
water or make noise to cover the sounds of throwing up. 
 Hoarding food. Parents may find food wrappers and containers, along with hidden 
food stashes, in the teen’s bedroom (under the bed, between the mattresses, in 
dresser drawers, in closets or car). Parents may also discover that food is 
disappearing without account. 
 Eating an unusual amount of food with relatively little change in weight. 
                                                 
8 Gerali, What Do I Do When Teenagers Struggle With Eating Disorders?, 40-42. 
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 Excessive exercising or an obsession with working out. 
 Money issues: The teen may spend large amounts of money while secretly buying 
food or making fast-food runs. The bulimic teen will always ask for money or resort 
to stealing (just like in the case of any substance addiction) so they can buy food. 
When confronted, the teen will make up stories, lie, or be unable to give an account 
for their money. 
 Physiological Signs 
 Smell of vomit. They may attempt to cover it up by wearing strong perfume, 
chewing gum or mints, or smoking. They may also try to cover the smell in the 
bathroom or bedroom by burning candles or using strong air fresheners. 
 They may frequently change their clothes because of soiling due to vomiting. 
 Fingers and knuckles may be calloused, cut, or scarred. This is from putting their 
fingers down their throats to induce vomiting. Gastric acids can chap hands, and 
teens may cut their fingers on their teeth as a result of the force exerted from 
projectile vomiting. 
 Swollen, bloodshot eyes or broken blood vessels or capillaries in and around the 
eyes from the force exerted by vomiting 
 Raspy voice or hoarseness as a result of damage done to the vocal cords from 
vomiting; may often be accompanied by chronic sore throat 
 Swollen glands in the neck and under the jaw, as well as sialadenosis (inflammation 
of the salivary glands, which makes the teen’s face and cheeks look puffy or 
chipmunk like) caused by constant vomiting 
 
149 
 Mouth and dental problems caused by vomiting and acid reflux, including chapped 
lips and mouth, erosion of tooth enamel, cavities, and a foul smell from rotting teeth 
and gum disease 
 Irritable bowels, constipation, and diarrhea resulting from the abuse of laxatives and 
diuretics 
 Dehydration from purging fluids 
 Malnutrition 
 Kidney problems may result from abusing diuretics. Diuretics can cause an 
imbalance in electrolytes and low levels of potassium, which can also result in 




DESCRIPTION OF OTHER SPECIFIED FEEDING OR EATING DISORDER9 
This category applies to presentations in which symptoms characteristic of a 
feeding and eating disorder that cause clinically significant distress or impairment in social, 
occupational, or other important areas of functioning predominate but do not meet the full 
criteria for any of the disorders in the feed and eating disorders diagnostic class. The other 
specified feeding or eating disorder category is used in situations in which the clinician 
chooses to communicate the specific reason that the presentation does not meet the criteria 
for any specific feeding and eating disorder. This is done by recording ‘other specified 
feeding or eating disorder’ followed by the specific reason (e.g., ‘bulimia nervosa of low 
frequency’). 
Examples of presentations that can be specified using the ‘other specified’ designation 
include the following: 
1. Atypical anorexia nervosa: All of the criteria for anorexia nervosa are met, except 
that despite significant weight loss, the individual’s weight is within or above the 
normal range. 
2. Bulimia nervosa (of low frequency and/or limited duration): All of the criteria for 
bulimia nervosa are met, except that the binge eating and inappropriate 
compensatory behaviors occur, on average, less than once a week and/or for less 
than 3 months. 
                                                 
9 American Psychiatric Association, DSM-5, 353-354.  
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3. Binge-eating disorder (of low frequency and/or limited duration): All of the 
criteria for binge-eating disorder are met, except that the binge eating occurs, on 
average, less than once a week and/or for less than 3 months. 
4. Purging disorder: Recurrent purging behavior to influence weight or shape (e.g., 
self-induced vomiting; misuse of laxatives, diuretics, or other medications) in the 
absence of binge eating. 
5. Night eating syndrome: Recurrent episodes of night eating, as manifested by 
eating after awakening from sleep or by excessive food consumption after the 
evening meal. There is awareness and recall of the eating. The night eating is not 
better explained by external influences such as changes in the individual’s 
sleep-wake cycle or by local social norms. The night eating causes significant 
distress and/or impairment in functioning. The disordered pattern of eating is not 
better explained by binge eating disorder, including substance use, and is not 
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